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Collective Review 


BRACHIAL PALSY AT BIRTH 


EINER W. JOHNSON, JR., M.D., F.A.C.S., Rochester, Minnesota 


BRACHIAL BIRTH OR OBSTETRIC PALSY can be de- 
fined as paralysis or paresis of the upper extremity 
caused by injury to the nerves of the brachial 
plexus occasioned by the birth process. It has 
been variously referred to in the past as Erb’s 
paralysis, brachial birth palsy, Erb-Duchenne 
paralysis, or Klumpke’s paralysis. The term 
“brachial palsy at birth” will be used in this 
article. 


HISTORICAL ASPECTS 


Although the names of Erb (15), Duchenne 
(12), and Klumpke (19) have been carried down 
through the literature as those responsible for 
describing brachial palsy at birth primarily, the 
condition actually was first noted by an ob- 
stetrician. Smellie (28), in a book on midwifery 
published in 1764, first described birth palsy and 
wrote that it is caused by pressure of long dura- 
tion on the arm in utero. This report, contained 
in a manuscript devoted to another subject, re- 
mained relatively unnoticed by the medical 
profession until Duchenne’s work of 1872 (12). 
Duchenne recognized that this lesion can occur 
during obstetric manipulations incident to birth, 
and the 4 cases he described bear out his con- 
tention. “These manipulations,” he said, “‘pro- 
duce ‘separation’ of the head from the shoulder 
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or cause the application of direct traction to the 
arm, and in this manner transmit traction force 
to the cords of the brachial plexus.”’ Erb (15) in 
1874 reported similar lesions of the brachial 
plexus in adult persons, and since that time the 
entity has often been referred to as_ Erb- 
Duchenne’s paralysis. Erb’s original remarks on 
this type of paralysis were expanded in another 
article published in 1875. Madame Déjerine- 
Klumpke (19), while serving her externship in 
Paris, first observed the occurrence of pupillary 
changes on the same side as that affected by in- 
volvement of the eighth cervical and occasion- 
ally the first dorsal nerve roots. Her observations 
were published in 1885. 

As is customary when a new clinical entity is 
brought to the attention of the medical pro- 
fession, a profusion of articles on this type of 
palsy soon appeared. Stransky (29) in 1902 very 
ably reviewed the earlier works and presented 
the subject conclusively and in detail. He re- 
ported 94 cases from the early literature and ex- 
pressed the belief that pressure on the birth 
canal, as well as strenuous efforts to extract the 
child, are etiologic factors of prime importance. 
Sever (25) in 1916 made another major con- 
tribution to this field. His review of the historical 
data on the subject was complete, except for 
Klumpke’s work. He summarized 457 cases in 
the literature, to which he added 279 of his own. 
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Whereas the earlier material on this subject 
was concerned with accurate descriptions, typing 
of the lesions, and investigations into the cause, 
later articles were concerned mostly with treat- 
ment. The articles by Sever (25, 27) in 1916 and 
1925, Moore (22, 23), L’Episcopo (13, 14), 
Clark (5), Aitken (1), and Wickstrom and asso- 
ciates (33) were significant contributions and 
these, as well as others, will be alluded to in the 
discussion of therapy. 


ETIOLOGY 


The cause of brachial palsy at birth has con- 
stituted an adequate area for controversy. 
Smellie (28) associated the appearance of 
brachial palsy with difficult, prolonged labor, 
and considered it to be caused by pressure on the 
arm. Duchenne (12) proposed traction exerted 
on the brachial plexus as a cause, and referred 
to cases from his practice to support his view. 
When Erb (15) described 4 instances of the 
lesion in adult patients it was his belief that 
pressure applied by forceps or the obstetrician’s 
finger over the clavicle was causative, and yet he 
later was quoted as agreeing with Duchenne’s 
views. Pressure exerted over the junction of the 
fifth and sixth cervical roots (Erb’s point) was 
thought to explain involvement of the upper 
portion of the extremity, according to Erb. 

Other ideas of causation, such as bruising or 
fracture of the arm, hemorrhage in or near the 
plexus, separation of the upper humeral epiph- 
ysis, pressure from the clavicle or transverse 
processes of the cervical vertebrae, rupture of the 
shoulder-joint capsule or injury to the shoulder 
joint, and frank dislocation of the shoulder joint 
all were propounded as causative agents. How- 
ever, as medical knowledge and background on 
this subject developed, the majority of the ob- 
servers were inclined to accept the explanation 
based on traction. Sever (25) in his excellent 
article effectively disposed of all other causes, 
and demonstrated by means of cadaver speci- 
mens as well as by dissection of stillborn infants 
that separation of the head from the shoulder or 
traction on the head in an oblique plane in the 
process of delivery is the prime cause of brachial 
palsy at birth. There seems no doubt that traction 
is the exciting cause, and yet other factors 
probably do influence the origin of brachial 
palsy of this type. Craig and MacCarty (9) 
wrote that cephalopelvic disproportion, manual 
traction exerted with or without forceps, unusual 


presentation of the child (breech, face, or foot- 
ling), cyanosis or prolonged second stage of labor 
which reduces the resistance of the nerves to 
stretching, and diminished resistance of the nerves 
to trauma caused by prematurity or other causes 
are elements which serve to set the stage for in- 
jury of the child in the process of birth. 


CLINICAL CLASSIFICATION 


The clinical picture of brachial palsy at birth 
will vary with the age of the patient. It is de- 
pendent upon the degree of nerve injury, muscle 
imbalance, or contractures, and, finally, failure 
of growth of bone in later years because of mal- 
position and disuse. If brachial palsy is seen at 
birth or within the first few weeks of life no 
symptoms may be noted. Often, traumatic neu- 
ritis of the brachial plexus will exist for some 
weeks or months after birth and, in this event, 
the infant will cry out and otherwise manifest 
pain when the extremity in question is moved or 
brushed against. The infant will exhibit loss of 
the Moro embrace reflex when startled, and pal- 
pation in the supraclavicular triangle on the 
involved side may be painful. Occasionally, 
swelling or obvious hematoma or both will be 
apparent at the base of the neck on the involved 
side. Usually, no symptoms or signs are evi- 
denced by older patients, aside from the de- 
formity and disability produced by the paralysis 
and the malpositioning of the extremity. Oc- 
casionally, when involvement of the plexus is 
severe, complete anesthesia of the hand, fore- 
arm, and lower part of the arm will be noted. 

Three clinical types of brachial palsy at birth 
are evident on examination. The upper-arm or 
Erb-Duchenne type is seen most frequently; 
according to Colonna (7) it appears four times 
more often than do the other two types. Sever 
(27), in his review of 1,100 cases of brachial 
palsy at birth, noted that 829 of them were 
classed as Erb-Duchenne paralysis. Injury to the 
fifth and sixth cervical roots is the pathologic 
process responsible for the characteristic picture 
of paralysis of the deltoid, supraspinatus, intra- 
spinatus, biceps, and coracobrachialis muscles, 
and the supinator muscle of the forearm. The 
arm hangs at the side, the whole extremity is 
rotated internally, the forearm is pronated, and 
the elbow and wrist are flexed (waiter’s tip 
position). Movements of the wrist and fingers 
usually are unaffected and there is no sensory 
loss. 
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The second, or Klumpke, type of paralysis 
affects the lower arm, and is caused by involve- 
ment of the eighth cervical and first thoracic 
nerve roots. Such involvement results in loss of 
function of the intrinsic muscles of the hand, the 
flexors of the wrist and the long flexors of the 
fingers—a condition which produces “claw- 
hand.” Because sympathetic fibers are included 
in one or both of the roots involved, there also 
are drooping of the upper eyelid (ptosis), nar- 
rowing of the palpebral fissure, and constriction 
of the pupil (miosis) on the involved side. Aside 
from the deformity of the hand caused by clawing 
of the fingers, the upper extremity will exhibit 
only atrophy of disuse and usually no contrac- 
tures. Sensation is intact. 

The third clinical type and, fortunately, the 
rarest of them all, is paralysis of the whole arm. 
In Sever’s (27) tabulation of 1,100 cases paralysis 
of the lower arm or of the whole arm was noted 
in 208. In paralysis of the whole arm all the 
cords of the brachial plexus are involved, and this 
involvement can be of varying degrees of severity. 
In the classic example the arm hangs at the side 
in a flaccid state and is completely paralyzed. 
Atrophy is marked, appears early in life, is 
progressive, and is accompanied by delayed or 
absent growth in all respects. In addition there is 
complete anesthesia of the hand, forearm, and 
lower part of the arm. 

There is no predilection on the basis of sex, 
and the right side was involved in 64 per cent of 
Sever’s cases. In 63 of Sever’s 1,100 cases the 
injury was bilateral. 

The foregoing three clinical entities are based 
on classic descriptions which correlate 
pathologic factors with findings. Wickstrom and 
associates (33) suggested a classification based 
entirely on the nerve root or roots involved. 
Aitken (1) has proposed a classification which 
depends on the degree to which injury to nerve 
roots is evident. Other authors have postulated 
classifications based upon deformity. However, 
the classic three clinical types are self-ex- 
planatory and best serve our purpose. 

Variations in the physical findings will be evi- 
dent as the age of the patient advances. When 
brachial palsy is seen in a day-old infant, the arm 
is flaccid and no motion of any kind can be 
elicited. In other cases it may be possible to 
demonstrate motion in the fingers and hand, but 
no muscle power in the upper arm. As time 
Passes the traumatic neuritis of the brachial 
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plexus clears, and it may be only then that the 
examiner can recognize adequately the type of 
birth palsy that confronts him. Occasionally, the 
clinical picture is not distinct enough to allow 
clear-cut distinction of one of the three types. 
Rarely has involvement outside the arm been 
seen, but Caffey has reported elevation of the 
diaphragm on the same side, resulting from 
involvement of the phrenic nerve. 

As the child grows, the clinical entity becomes 
distinct and, if it is untreated, the characteristic 
positions of internal rotation, pronation of the 
forearm, flexion of the wrist, and flexion of the 
elbow become apparent. These contractures be- 
come more fixed as age progresses, to such an 
extent that by the age of 12 years abduction 
past 60 degrees at the shoulder is impossible. 
The same is true of the other contractures. The 
shoulder narrows and atrophy is prominent, as is 
the disability in function, and the scapula seems 
more obvious on examination, although it is 
actually smaller than its opposite process. Claw- 
ing of the hand in the lower-arm type of paralysis 
also becomes more fixed with age and is accom- 
panied by an atrophic appearance of the hand. 


ROENTGENOLOGIC FEATURES 


When brachial palsy is first noted in the infant 
nothing characteristic is disclosed in the roentgen- 
ograms. Occasionally, an associated fracture of 
the clavicle, humerus, or scapula will be seen, 
but such a lesion is the exception rather than the 
rule. Epiphysial separation or dislocation also is 
rare. When the infant is older, roentgenograms 
disclose that the humeral shaft is smaller, as is 
the epiphysis at the upper part of the humerus. 
The glenoid fossa gradually flattens and the 
humeral head fails to acquire its characteristic 
conformation. Frequently, as deformity of in- 
ternal rotation proceeds, the humeral head 
slowly subluxates posteriorly, as shown by Fair- 
bank (16). Associated with this posterior posi- 
tioning of the humeral head is a “hooking” 
downward of the acromion, and this change is 
related to the degree of posterior subluxation. 
Liebolt and Furey (20) and Creyssel and asso- 
ciates (10) have reported anterior dislocations of 
the humeral head, but these admittedly are rare. 
Because of the pull of the contracted coraco- 
brachialis muscle the coracoid process often is 
seen to elongate and the scapula rotates toward 
the axilla and usually takes a higher position 
than the opposite one, a fact which may cause 
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the condition to be confused with Sprengel’s 
deformity. 

Roentgenologic changes also can be seen at 
the elbow. These changes were first described by 
Sever (25), and subsequently were studied thor- 
oughly by Aitken (1). He reviewed 107 cases of 
birth palsy and noted posterior dislocation of the 
radial head on the involved side in 27 cases. This 
deformity resulted from an orderly progression 
of changes which began with clubbing of the 
upper radial epiphysis and continued with in- 
creased ulnar curvature as age proceeded, until, 
between the ages of 5 and 8 years, the radial 
head became completely dislocated. Then, be- 
tween the ages of 8 and 14 years, a conical epi- 
physial center for the radial head appeared and 
eventually articulated with the flattened capitu- 
lum. These roentgenologic changes seemed to 
parallel the flexion deformity of the elbow and 
the pronator deformity of the forearm. Aitken 
wrote that these bony and soft-tissue changes 
are the results of treatment and said he had 
never seen these changes in the elbow of an un- 
treated patient. He also said that muscle imbal- 
ance plays a role in the formation of the changes 
in question. 


PATHOLOGY 


From a pathologic standpoint, the extent of 
the nerve lesion varies greatly according to the 
severity of the palsy. Bunnell (4) has shown that, 
under traction, nerve roots fray much as a rope 
frays and breaks under undue tension. The lesion 
is distributed over a length of several inches, and 
most of the axons are parted in multiple places. 
Clark, Taylor, and Prout (6) have shown that 
rupture of the deep cervical fascia, rupture of 
the perineural sheath and its accompanying ves- 
sels, and rupture of the axons occur and result in 
hemorrhage into and around the perineural 
sheath and hemorrhagic infiltration of the nerve 
fibers themselves. Of course, all gradations in 
the severity of this process are seen, and the fact 
that the perineural sheath is ruptured is a factor 
in the ultimate capacity of the nerve to recover. 
Actual division of a nerve may be seen with wide 
separation of its fragments, or, on the other 
hand, at gross examination it may not be possible 
to detect true loss of continuity, and only mas- 
sive hematomatous involvement of the nerve for 
several inches of its length may be evident. This 
latter fact explains why temporary complete 
paralysis is so common, and why some degree of 


improvement can be expected in almost all 
cases. Organization of the hematoma results 
with the passage of time, as does healing of the 
perineural rent. The whole becomes imbedded 
in a mass of scar tissue, which often has been an 
operative stumbling block, as reported by Sed- 
don (24) and Taylor (30). Contraction of this 
cicatricial mass is a factor of importance in ulti- 
mate recovery. Although in most instances one 
or more roots of the brachial plexus are involved, 
all gradations in severity of the lesion can be ex- 
pected. Forni and Giordani (17) have reported 
brachial birth palsy with isolated involvement 
of the radial nerve. 

Although local pathologic changes in the 
brachial plexus adequately account for the clin- 
ical picture in the arm, changes in the spinal 
cord and meninges at the level in question have 
been apparent as evidenced clinically in some 
cases by spasticity of the lower extremities. 
Boyer (3) has demonstrated thickening of the 
meninges from the fifth to eighth cervical verte- 
brae on the involved side anteriorly. He noted 
also that the anterior roots were obliterated and 
that the posterior roots were small and atrophic. 
In his estimation the cord also is involved in this 
traumatic experience more than is thought to be 
the case. 


DIFFERENTIAL DIAGNOSIS 


The differential diagnosis of brachial palsy at 
birth usually is not difficult. One must consider 
the presence of a cerebral lesion simulating an 
injury to the brachial plexus, but the accom- 
panying findings of involvement in other areas 
as well as considerable sensory loss generally will 
make the true condition evident. Fractures in 
the shoulder girdle at birth will simulate this 
picture in the newborn, since the infant who has 
such a fracture refuses to use the arm normally. 
The same is true of extensive bruising of the soft 
tissues of the extremity. In each instance careful 
physical examination and _ roentgenographic 
study will decide the issue. 

Displacement of the upper humeral epiphysis 
may present a problem in diagnosis, since roent- 
genologic evidence of such displacement is lack- 
ing. This epiphysis has no ossification center at 
birth and thus cannot be visualized. However, 
formation of new bone appears along the hu- 
meral shaft distal to the epiphysial line within 8 
to 10 days, according to Truesdell (31), and is 
diagnostic. 





Isolated radial-nerve palsy does occur in the 
newborn and might present a diagnostic problem. 
In most such cases there is an area of fat necrosis 
well localized over the course of the radial nerve 
in the upper arm, and thus the condition should 
not present difficulty in differential diagnosis. 
Feldman has cited 8 cases of this particular type 
of palsy and has commented on the distinctive 
picture of the entity. For the most part, the pres- 
ence of a flaccid upper extremity in the newborn, 
associated with swelling or a hematoma or both 
in the supraclavicular triangle of the same side, 
and accompanied by a history of difficult labor, 
should establish the diagnosis. 


PROGNOSIS 


Through the years the consensus regarding 
the prognosis of brachial palsy at birth has 
varied. Duchenne (12) wrote that early treat- 
ment, especially with electrical stimulation, of- 
fers a good chance of complete resolution of the 
condition. Clark, Taylor, and Prout (6) wrote 
that the degree of recovery is related to the se- 
verity of involvement of the brachial plexus. 
When involvement is mild, with compression 
but no division of the cords of the brachial plex- 
us, prompt and fairly complete recovery can be 
expected within 6 to 9 months. When traumatic 
neuritis is evident at the outset, the prognosis is 
thought to be poor. The same is true when there 
is involvement of the sympathetic nervous sys- 
tem. Only 26 per cent of all patients who have 
any type of birth palsy recover, according to 
these authors. 

Sever (25) in 1916 wrote that the prognosis in 
birth palsy affecting the upper arm was good, 
provided adequate treatment was instituted 
early. However, he noted that prognosis was less 
favorable in palsy affecting the lower arm and 
palsy affecting the whole arm, regardless of ther- 
apy. Notwithstanding these unfavorable prog- 
nostic statements, others have said that the prog- 
nosis of brachial palsy at birth is good. 

Wolman (34) has clearly demonstrated that 
the earlier treatment is begun, the better the 
prognosis becomes, and of 13 patients treated 
before the age of 1 month, 12 recovered com- 
pletely. Of 5 patients treated at the age of 1 
month and later, 2 recovered completely; and 
of 8 patients treated at the age of 2 months and 
later, 3 recovered completely but 2 of these 3 had 
muscle wasting. Aitken (1) reviewed a series of 
107 patients and noted complete recovery of 20 


Johnson: BRACHIAL PALSY AT BIRTH 413 


per cent, good recovery in 33 per cent, and fair- 
to-poor recovery in 29 per cent. Eighteen per 
cent obtained poor-to-minimal recovery. On the 
basis of this series he also concluded that if re- 
covery is to be complete, it will come about 
within 3 to 6 months, that patients who require 
up to 12 months of treatment will obtain fair 
recovery, and that those who require more than 
12 months of therapy will obtain only minimal 
improvement. 

Wickstrom and associates obtained complete 
recovery for only 12.9 per cent of 54 patients 
treated nonoperatively, whereas satisfactory re- 
covery was secured for 42.6 per cent, and poor 
recovery was obtained for 44.5 per cent. None 
of these patients, who had moderate-to-severe 
damage of the brachial plexus, exhibited com- 
plete recovery, and the degree of recovery was 
directly correlated to the severity and extent of 
involvement of the plexus. Of the patients with 
residual impairment, 87.1 per cent had internal- 
rotation contracture and limited abduction of 
the shoulder. Thus, prognosis in brachial palsy 
at birth depends upon the severity and extent of 
the lesion in the plexus, the age of the patient 
when treatment is begun, and the presence or 
absence of contractures. By no means is the prog- 
nosis uniformly favorable. 


TREATMENT 


Treatment of brachial palsy at birth can be 
categorized thus: prevention, conservative or 
early treatment, and operative or late therapy. 

Prevention. Obstetric measures are not within 
the province of this work. Suffice it to say that 
the incidence of this lesion has been steadily de- 
creasing because of improved obstetric practices. 
Additional emphasis on and awareness of this 
entity and recognition that prevention is possible 
under some circumstances will further reduce its 
incidence. 

Conservative or early treatment. When brachial 
palsy is first recognized in the infant, active con- 
servative management should be started. This 
consists of pinning or otherwise securing the in- 
volved upper extremity to the bedsheets in a po- 
sition of 90 degrees of abduction at the shoulder 
and 90 degrees of flexion at the elbow, with the 
forearm in full supination and the wrist ex- 
tended if possible. Throughout the literature this 
position has been variously referred to by Co- 
lonna (7) and others as the “oath” or “‘traffic- 
cop”’ position. Loosely interpreted, this denota- 
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tion is valid, but actually the forearm position of 
full supination does not follow, as the reader can 
well visualize. Complete cooperation of the in- 
fant in physiotherapy cannot be obtained, but 
the positioning should be instituted early, be 
rigidly carried out, and be well supervised. 
When the infant leaves the hospital, or as soon 
thereafter as is practicable, he should be fitted 
with a brace that will maintain the position. 
Boorstein (2) recommended bracing at 90 de- 
grees of abduction and extension at the shoul- 
der, with the forearm, elbow, and hand as pre- 
viously described, and wrote that this position 
prevents deformities, relaxes the stretched nerves, 
and reduces the ‘“‘drag”’ of the arm caused by the 
paralyzed shoulder muscles. But because he be- 
lieved this position of bracing to be instrumental 
in producing late deformities about the elbow, 
Aitken (1) wrote that the elbow should be braced 
at “half flexion” rather than at 90 degrees. 

Once the splint or brace is in place, the per- 
formance of exercises at regular intervals should 
be encouraged and supervised by the mother. 
When the infant can raise the arm out of the 
splint, when the external and internal rotators 
of the arm are balanced and seem of equal 
strength, and when the elbow flexors are capable 
of active contraction, the brace can be removed 
during the day and used as a night splint only. 
Even at this late date, when there is no further 
need for support, strict attention still should be 
given to daily exercises and supervised plav 
periods, in order that further progress may be 
ensured. 

The foregoing description of conservative 
measures of treatment should be carried out in 
all instances when brachial palsy is seen in in- 
fants. At this early age, the degree of recovery 
cannot be determined, and thus adherence to 
this program is suggested for at least a year, or 
until it is certain that additional improvement 
will not occur. Such a stage may be reached 
before the infant is a year old, and as a rule those 
who recover completely will do so within 3 to 6 
months. However, nothing is lost by adherence 
to the conservative program for 24 to 36 months, 
so long as deformity is prevented and progress, 
no matter how slow, is being made. 

Operative or late therapy. When the patient does 
not recover completely or when the patient’s 
condition has been neglected and deformities 
already exist, the gain to be achieved by opera- 
tion must be considered. In some cases further 


progress cannot be made, no matter what 
therapy is employed. But in others, in which 
deformities are paramount and are thwarting 
active exercise and normal use of the part, cor- 
rection of these deformities is necessary. 

Surgical attack on the extremity affected by 
birth palsy can be categorized as direct surgery 
of the brachial plexus, surgery on the osseous 
structures, surgery of the soft parts, and, finally, 
muscle-transplant procedures. Taylor (30) is the 
only contributor to knowledge of this subject 
who believed that actual surgical exploration of 
the brachial plexus and neurolysis or repair of 
the involved cords are rewarding. He performed 
70 such procedures, with 4 deaths. Although he 
gave no statistics, he wrote that “with a few 
exceptions, improvement has been marked and 
many have attained almost perfect function.” 
Other physicians interested in this entity have 
not duplicated his results, and surgical attack 
on the brachial plexus itself, except in unusual 
cases, has been abandoned. 

Surgical procedures limited to the bones of 
the shoulder girdle, and especially the humerus, 
have limited application. Osteotomy of the 
humeral shaft carried out in order to rotate the 
arm into better position of function sometimes 
is necessary and may be done by conventional 
methods of osteotomy or by subperiosteal freeing 
of the upper portion of the humerus and rotating 
this portion to the desired position. Osteotomy, 
or actual excision of the acromion, may be 
necessary when the condition is long standing 
and usually is combined with some surgical 
attention to soft tissues. Arthrodesis of the 
glenohumeral joint in the presence of complete 
deltoid paralysis is a worth-while surgical pro- 
cedure, as mentioned by Costanzo (8). 

Surgical techniques directed at the soft tissues 
have been the most favored and rewarding 
operations for brachial palsy at birth. Meehan 
(21) quoted Whitman as suggesting simple 
manipulation of the extremity under anesthesia 
to overcome deformities of internal rotation and 
adduction. This procedure was to be followed by 
proper bracing and physiotherapy. The results 
were not promising. Fairbank (16) called atten- 
tion to the need for reduction of the posterior 
dislocation of the humeral head apparent in 
some cases. Accomplishment of this and ex- 
tensive physiotherapy brought rewarding results 
in some cases. Later, Fairbank (16) proposed 
sectioning of the pectoralis major and sub- 





scapularis tendons, plus incision of the capsule 
of the shoulder joint to overcome the character- 
istic deformity of the shoulder. Sever (26), in 
1918, proposed the operation that bears his 
name. He cut the pectoralis major and sub- 
scapularis tendons, but did not incise the cap- 
sule of the joint. Whereas Fairbank (16) im- 
mobilized his patients in plaster for 3 months in 
a position of marked external rotation with the 
arm at the side, Sever suggested placing patients 
in an abduction splint, with early active motion 
to be performed as soon as possible. Sever’s 
results were superior. L’Episcopo (13) quoted 
Kleinberg as favoring stripping of the capsule 
of the shoulder joint to overcome the typical 
internal-rotation deformity of the arm. This pro- 
cedure was never widely accepted. 

The last category of surgical treatment in 
brachial palsy at birth is that of muscle trans- 
planting to restore balance to the extremity. It 
should be emphasized that all such muscle- 
transplantation procedures should conform to 
the principles of transplantation as outlined by 
Hohmann (18), and that none should be per- 
formed before the rate of recovery of the ex- 
tremity has come to a standstill. L’Episcopo (13) 
was the first to consider the need for muscle 
balance in an extremity thus affected and, to 
offset the imbalance between the internal and 
external rotators at the shoulder, he devised in 
1934 the operation which bears his name. This 
consists of the Sever operation plus transplanta- 
tion of the teres major and latissimus dorsi 
muscles to the posterior aspect of the humerus 
at a point as close to the short head of the triceps 
as possible. In an additional report on this pro- 
cedure by L’Episcopo (14) in 1939 it was said 
that the results had been “‘highly satisfying.” 
The validity of the results has been substantiated 
by Zachary (35), d’Aubigne (11), and Wick- 
strom and associates (33). In 1935 Moore (22) 
suggested moving the acromial and clavicular 
divisions of the deltoid muscle, if functioning, 
posteriorly to the midpoint of the spine of the 
scapula. By 1939 Moore (23) had performed 14 
such operations and was pleased with the re- 
sults. Subluxation of the shoulder was considered 
to be a contraindication. Trapezius transplants 
in the treatment of deltoid paralysis have not 
gained wide favor. 

Clark (5) in 1946 first reported the use of part 
of the pectoralis major muscle as a motor to 
perform active flexion of the elbow in the event 


Johnson: BRACHIAL PALSY AT BIRTH 415 


of paralysis of the biceps and coracobrachialis 
muscles. His report of 1 case was well received, 
and subsequently it was expanded upon by 
Welply and Chou (32) and Seddon (24). 

Tendon and muscle transplantations for 
paralysis in and about the hand and wrist, es- 
pecially those performed for wrist drop, follow 
the accepted principles. These procedures have 
limited application, but they are successful when 
they are used within their limitations. They can 
be combined with arthrodesis of the wrist. 


SUMMARY 


Brachial palsy present at birth fortunately is 
decreasing. Yet when infants are born with this 
entity the condition may go unrecognized or be 
mistakenly diagnosed. Treatment, when begun 
early and continued under good supervision for 
several years, often yields surprisingly good re- 
sults. All these patients will show some improve- 
ment under treatment. 
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SURGERY OF THE HEAD AND NECK 


HEAD AND FACE 


Neurofibromatosis (Von Recklinghausen’s Disease ) 
of the Head and Neck, Cosmetic and Reconstruc- 
tive Aspects. Lyte V. Kracu, Epwarp H. Soute, 
and James K. Masson. Plastic G Reconstr. Surg., 1960, 
25: 565. 


A stupy of patients with neurofibromatosis involving 
the head and neck seen at the Mayo Clinic from 1945 
to 1957, inclusive, was undertaken. Of the 47 patieats 
with pathologically verified involvement of the head 
and neck, 26 had café-au-lait spots; 2 had unilateral 
deafness; 4 had bony abnormalities outside the head 
and neck; and 1 had an associated lymphangioma 
of the cheek. A family history of von Recklinghausen’s 
disease was definitely stated to be present on the 
records of 4 patients; however, a great number of 
records gave no specific information concerning a 
family history of neurofibromatosis. One of the pa- 
tients in this series had an identical twin with neuro- 
fibromatosis. 

Involvement of the skin and subcutaneous tissues 
of the face and neck was the most conspicuous de- 
formity present in these patients. The most frequent 
lesion was the small sessile or pedunculated fibroma 
molluscum. 

Attempts were made to excise or partially excise 
these large neurofibromatous masses and to recon- 
struct the involved parts to as near normal contour 
and function as possible. In many cases, multiple 
partial excisions were carried out in an attempt to 
obtain a more pleasing appearance. 

This study suggests that these patients can be oper- 
ated on for attempting cosmetic improvement of their 
defects without undue risk of sarcomatous degenera- 
tion. 


EYES 


Blepharophimosis and Its Operation. Lajos N&émetu. 
Am. J. Ophth., 1960, 49: 1357. 


THE AUTHOR NoTEs that true blepharophimosis is es- 
sentially the horizontal shortening of the palpebral 
fissure and its deformations. 

The usual classification of Duke-Elder divides this 
condition into senile, spastic, and cicatrical blepharo- 
phimosis. 

The author describes an operation in detail which 
seems to give extremely satisfactory results. Three 
factors are necessary: (1) the superfluous skin of the 


canthal area is removed by oval excision; (2) the slack 
external canthal ligament is tightened by fixing it to 
the periosteum of the orbital edge; and (3) the skin of 
the external canthus is shifted temporally and, by 
fastening it with three sutures to the fascia temporalis, 
an adhesion is achieved which will prevent subsequent 
lengthening. —J. Winston Duggan, M.D. 


Hemangioma of the Choroid. Ancus L. MacLEAN AND 
A. Epwarp MaumeEneE. Am. 7. Ophth., 1960, 50: 3. 


HEMANGIOMA OF THE CHOROID is a comparatively rare 
tumor. It is associated with a nevus flammeus of the 
face in about 50 per cent of the cases. ‘The tumor oc- 
curs in the posterior area of the fundus and is pink, 
grayish-green, or grayish-blue in color. The rate of 
growth is slow but if the growth is unchecked it results 
in extensive retinal detachment and intractable sec- 
ondary glaucoma. 

Most cases of choroidal hemangioma are diagnosed 
only after enucleation and from histologic studies. 
Eight cases are described, 5 of which were diagnosed 
clinically. The typical findings are: (1) The mass is 
located in the posterior pole close to the disc; (2) the 
mass is lighter in color than the fundus and honey- 
combed with pigment missing; (3) a sector-shaped 
visual-field defect is present; (4) retinal detachments 
are large and tumor is relatively small; and (5) fluor- 
escein dye test is positive. 

The treatment of choice is diathermy transsclerally, 
the implantation of radon seeds, or photocoagulation. 

—Earl H. Merz, M.D. 


The Collection, Storage, and Selection of Human 
Vitreous for Use in Retinal Detachment Surgery. 
G. Kerrn Epwarps and Joun C. Locke. Am. 7. 
Ophth., 1960, 50: 108. 


THE AUTHORS outline a technique for storage, collec- 
tion, and selection of vitreous that is applicable to 
general hospitals. 

Vitreous is obtained from postmortem material 
within 24 hours after death. An all-inclusive autopsy 
consent or a consent for head and neck autopsy is 
utilized. The following donors are excluded: (1) dia- 
betics, (2) high myopes, (3) those with intraocular 
disease, (4) jaundiced patients, and (5) children less 
than 16 years of age. 

For the withdrawal of vitreous a sterile tray should 
be available with the necessary instruments and ster- 
ile technique should be followed. An 18 gauge needle 
is used and 1.5 to 2 c.c. of vitreous is aspirated. Con- 
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tact with retina and choroid is avoided. The sclera 
is sterilized with a heated muscle hook. 

The vitreous is stored at a temperature of 4 degrees 
C. The vitreous is cultured on Brewer’s media with a 5 
day incubation time. It is selected for use on the basis 
of sterility, clarity, and color. 

—Earl H. Merz, M.D. 


The Use of Alpha Chymotrypsin in Cataract Surgery. 
R. G. Murray and S. M. Drance. Arch. Ophth., Chic., 
1960, 63: 910. 


THE AUTHORS compared the results they obtained in 
a series of attempted intracapsular cataract extractions 
in which alpha chymotrypsin was used for zonulolysis 
with those in another series of intracapsular cataract 
extractions performed without the use of alpha 
chymotrypsin. Their findings showed that more com- 
plications were encountered in the series of cases in 
which the enzyme was used. 

If alpha chymotrypsin is used, extraction with the 
patient under general anesthesia is recommended. 
The capsule should be grasped before a period of 2 
minutes of exposure to the enzyme has elasped, since 
after the lens is dislocated, that is, after zonulolysis has 
occurred, the lens capsule becomes too tense to be 
grasped. The use of the erysiphake in preference to 
capsule forceps is also recommended. . 

The use of the enzyme in the extraction of con- 
genital cataracts and in the extraction of cataracts in 
patients who are less than 20 years of age is condem- 
ned by the authors of this article. 


— Joshua Zuckerman, M.D. 


Clinical Experience and Experimental Observations 
with Alpha Chymotrypsin. Macpa Rapnort. Acta 
chir, acad. sc. hungar., 1960, 1: 3. 


THE AUTHOR reports that her clinical experience with 
alpha chymotrypsin in 88 operations on humans and 
her experimental observations in 30 rabbits indicate 
that this enzyme causes corneal opacity or lysis of the 
corneal layers. The quantity of enzyme required at 
operation produces only minor reversible changes in 
the cornea, but the large quantities used in experi- 
ments lyse the cornea. Therefore, the operative tech- 
nique in zonulolysis should ensure the least possible 
contact of the enzyme with the cornea. 

The history of chemical zonulolysis is interesting. 
Barraquer in 1958 suggested that chemical zonulolysis 
should replace mechanical laceration in cataract ex- 
traction because alpha chymotrypsin lyses the zonular 
fibers electively, without affecting the other tissues of 
the eye. 

Most reports have confirmed the finding that this 
enzyme produced no changes in the other tissues of 
the eye, but Fuchs considers the method suitable only 
in selected cases, such as in young patients with a 
strong zonule, because he found changes in the hya- 
loid membrane of the vitreous, pigment dissemina- 
tion, and delayed wound healing. Radnét calls atten- 
tion to changes in the cornea. Although the corneal 
endothelium apparently protects the cornea against 
the lytic action of the enzyme in experiments on rab- 
bits, injuring the endothelium led to opacity. Even 
complete lysis of the cornea has been observed. 

— Joshua Zuckerman, M.D. 


Iridocorneosclerectomy for Glaucoma. Conrap Ber- 
ENS and ARNOLD S. BREAKEY. Am. 7. Ophth., 1960, 
50: 45. 

IRIDOCORNEOSCLERECTOMY consists of punching out 

bits of cornea, thus forming a long serrated wound 

combined with a peripheral iridectomy. The authors 
give a detailed description of the technique. 

The indications for this operation are: (1) open 
angle glaucoma, (2) secondary glaucoma, (3) glau- 
coma in aphakic eyes, (4) acute angle closure glau- 
coma after an acute congestive phase, and (5) angle 
closure glaucoma in the late stage plus many syn- 
echiae. The contraindications include: (1) vascular- 
ized iris, (2) buphthalmos, and (3) atrophy of the 
conjunctiva and Tenon’s capsule. 

The results of 573 operations on patients with 
various types of glaucoma are listed, the patients 
having been observed for 1 to 30 years. In 78 per cent 
the tension was controlled with or without miotics. 
In 25 per cent additional surgery was required. Vision 
was unimpaired by the operation in 89 per cent. 

The complications were very slight. They included: 
atrophy of the globe in one eye, phthisis bulbi in 2 
eyes, hyphema in 1 per cent, cataract in 3 per cent, 
absolute glaucoma in 1 per cent, and retinal detach- 
ment in one eye. 

These results are compared to those after iriden- 
cleisis and are found to be better, including fewer 
complications. —Earl H. Merz, M.D. 


Surgical Results in Acute Glaucoma. P. A. GRAHAM 
and P. R. Stevens. Brit. 7. Ophth., 1960, 44: 357. 


A seEriEs of 156 cases diagnosed as acute congestive 
glaucoma were classified according to the type and 
duration of the preoperative hospital treatment re- 
ceived: (1) the earliest group, consisting of patients 
who were treated by intensive physostigmine therapy 
followed by operation on the following day; (2) the 
intermediate group, transitional in nature and com- 
prising patients who had had diamox added to the mi- 
otic therapy and who were operated upon at no fixed 
interval after commencing treatment; and (3) the 
latest group, consisting of patients in whom intensive 
miotic therapy and diamox were followed by mini- 
mum miotic therapy, with or without diamox, until 
the eye had recovered fully from the congestive attack 
and investigation with particular reference to the 
state of the angle had been carried out. 

The indications for a filtration operation and the 
primary causes of failure of the initial operation are 
enumerated. If the results of iridectomy are compared 
with those of filtration operations such as iridencleisis 
or Elliot trephine the latter show a higher proportion 
of successes. However, this comparison is invalid be- 
cause the grouping is highly selective and gives no 
indication of the relative merits of the two types of op- 
eration independently of the criteria used in assessing 
the cases. 

The authors conclude that the proportion of suc- 
cessful cases increased significantly from 1954 to 1957 
as a result of the combined effect of delaying the oper- 
ation until after the second day wherever possible by 
diamox and miotic therapy and of using better cri- 
teria in deciding upon the type of operation to be per- 
formed. — Joshua Kuckerman, M.D. 





EAR, NOSE, AND SINUSES 


Tympanoplasty. Epwarp C. Branpow, Jr., and Ep- 
warp W. Ianpout. Arch. Otolar., Chic., 1960, 72: 77. 


THE NEW CONCEPTS of ear surgery, physiology of 
hearing, physiology of tympanoplasty, different hear- 
ing tests, and tests for patency of the eustachian tube 
are presented. The authors then discuss Wullstein’s 
classification of five types of tympanoplasty. The 
authors prefer the postauricular incision because it 
allows for the removal of the skin graft at the same 
time that the incision is made and also affords a 
better view of the anterior portion of the annulus 
tympanicus. They advocate the development of a 
pocket immediately above the incision in which the 
skin graft can be preserved while the operation is 
being carried out. The surgical technique is described 
in detail and excellent illustrations are presented. 

Finally, the authors summarize their results in 111 

operations performed. Of the 111, only 92 are ana- 
lyzed. 
: Of 28 cases in which a type 1 tympanoplasty was 
performed 75 per cent of the patients obtained serv- 
iceable hearing. Eighty-one per cent of the patients 
acquired serviceable hearing after type 2 tympano- 
plasty and 68 per cent after type 3. 

There were only 9 graft failures after a type 1 
operation, 1 after type 2, 4 after type 3, and 1 after 
type 4. Four of these operations have been revised; 
all were successful and the patients are included in 
the good hearing category. —G. Obregon, M.D. 


The Management of Middle Ear Lesions Simulating 
Otosclerosis. Francis A. Sooy. Ann. Oto!. Rhinol., 
1960, 69: 540. 


In A sERtES of 865 patients undergoing operation for 
middle ear deafness, the author has encountered 37 
patients, 4.3 per cent, with deafness due to conditions 
other than otosclerosis; these patients included 9 with 
postinflammatory incus defects, 16 with postinflam- 
matory middle ear changes, 4 with nonotosclerotic 
stapes ankylosis, and 8 with congenital anomalies. 
Measures utilized to remedy these defects included 
columnellar struts, from either incus to footplate or 
drum to capitulum, section of adhesions and removal 
of hypertrophic scar tissue, chisel mobilization, vein 
graft and columnellar strut, and fenestration. The 
author emphasizes that some of these procedures 
would not be used today, and that the number of ears 
encountered is too small to permit valid generaliza- 
tion; however, it appeared that the best hearing results 
were obtained when it was possible to reconstruct a 
defective ossicular mechanism. 

Columnellar struts between incus and stapes gave 
slightly better closure of the air-bone gap than did 
columnellar struts from drum to stapes or incus sleeve 
procedures. Adhesive otitis media was more unsatis- 
factory to treat in spite of several successful cases. 
Adhesions frequently reformed. 

Nonotosclerotic stapes ankylosis associated with 
osteogenesis imperfecta was seen in 4 patients. No 
lasting hearing improvement was obtained from either 
fenestration of the horizontal canal or chisel mobiliza- 
tion of the stapedial footplate. Fenestration of the 
oval window with vein graft and polyethylene strut, 
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after the technique of Shea, resulted in normal hear- 
ing in 1 patient on whom it was performed. 
—John R. Lindsay, M.D. 


Stapedectomy. Harotp F. Scouxnecut, T. MANrorpD 
McGEE, and BERNARD H. Cotman. Ann. Otol. Rhinol., 
1960, 69: 597. 


THE AuTHOoRs briefly review several innovations for 
the surgical treatment of otosclerosis. Simple stapes 
mobilization was followed by a high incidence of 
reankylosis and so abandoned. Metal implants to re- 
place the crura were used and then abandoned be- 
cause of the technical difficulties, the higher incidence 
of postoperative hightone deafness, and vertigo. Fi- 
nally, the operation was deemed hazardous because 
in animal experiments fistulas, suppurative labyrinth- 
itis, and meningitis developed in 2 of 24 animals. 

At the present time the interest of the authors is 
directed to the principle of stapes substitution. The 
stapes was removed and either loose areolar connec- 
tive tissue or adipose tissue used to replace the foot- 
plate in 273 of 287 patients operated on. In 2 the graft 
was of vein and in 12 of gelfoam. Either tantalum or 
steel wire was used to connect the graft to the incus. 
The results in an average of 4 months after the opera- 
tion indicate the bone-air gap has been reduced to 10 
decibels or less in 74.9 per cent. 

The authors predict that this last operation may be 
permanently successful for ears with small inactive 
otosclerotic lesions. They advise great care to avoid 
labyrinthine injury and make several suggestions to 
this end. —John F. Ballenger, M.D. 


Vein Plug Stapedioplasty for Hearing Impairment 
Due to Otosclerosis. C. M. Kos. Ann. Otol. Rhinol., 
1960, 69: 559. 


BECAUSE OF PERSONAL dissatisfaction with the results 
in more than 1,000 stabilization procedures the author 
developed the vein plug stapedioplasty. He now re- 
ports enthusiastically on 100 consecutive operations of 
this type performed between May and November 
1959. In 90 per cent the air-bone gap was closed. By 
this the author means there was an average difference 
of 10 decibels or less between the preoperative bone 
conduction and the postoperative air conduction at 
512, 1024, and 2048 cps. Only 2 of these vein plug 
procedures have shown a regression in 3 months. 

Briefly the technique is as follows. After the oval 
window is exposed and the field is bloodless the foot- 
plate of the stapes is removed either piecemeal or in 
larger portions. Then a section of vein 4 mm. long and 
approximately 2.5 mm. in diameter taken from the 
back of the hand is secured by a simple knot to a 
length of No. 5-0 stainless steel suture wire measuring 
4.5 mm. The resulting vein plug is inserted into the 
exposed oval window niche with the distal end of the 
wire prosthesis looped over the long process of the in- 
cus and crimped firmly in place. 

— john F. Ballenger, M.D. 


The Surgical Treatment of Otosclerosis. Davin 
MeEyErRs, Wooprow D. ScutossEr, and Ricuarp A. 
WIncHEsTER. Arch. Otolar., Chic., 1960, 72: 48. 


Tue autuors of this article present their 5 year ex- 
perience with 688 stapes mobilization operations. Of 
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this number, 462 were original operations and 226 
were performed upon patients who had had previous 
surgery. This series of operations was performed on 
462 patients. 

The authors review their experiences and results 
with the following techniques: (1) the Rosen tilt tech- 
nique, (2) the pressure procedures, (3) microscopy 
with the use of chisels, (4) the footplate trephination 
of Rosen, (5) the by-pass operation of Shea, and (6) 
the fenestra ovalis vein graft procedure of Shea. 

After analyzing all their cases and the results, they 
are now using only the last two techniques. 

In cases of localized otosclerosis, they perform the 
by-pass operation in which the posterior portion of 
the footplate of the stapes is mobilized and an ante- 
rior crurotomy is performed. In the event that diffuse 
otosclerosis is encountered, the fenestra ovalis vein 
graft technique is carried out. Thus, many of the 
difficulties and shortcomings of earlier stapes mobili- 
zation procedures are avoided, with resultant im- 
provement in the surgical management of the oto- 
sclerotic patient. —G. Obregon, M.D. 


Saddle Nose and the L-Shaped Graft. SamuEt Fomon, 
Juutus W. BELL, JosepH LuBART, ALFRED SCHATTNER, 
and Victor R. Syracuse. Arch. Otolar., Chic., 1960, 
Wt 932. 


AFTER DIScussING the history of the repair of the saddle 
nose deformity by the L-shaped graft, the authors pro- 
fess it to be inadequate. 

Their management of this deformity is based on the 
assumption that the lobule is not supported by the 
nasal septum but rather by the upper and particu- 
larly the lower lateral cartilaginous arches or vaults. 
These are separate units, the authors believe, and 
should be treated separately surgically. Any operative 
treatment that ties the two arches or vaults together 
into a single unit by an L-shaped graft violates physio- 
logic, anatomic, and esthetic principles. 

—John 7. Ballenger, M.D. 


MOUTH AND HYPOPHARYNX 


The Correction of Deformity in the Adult Cleft 
Palate Patient. Mitton T. EpGrerton. Am. Surgeon, 
1960, 26: 258. 


THE TyPIcAL “‘cleft palate facies” is a very frequent 
manifestation in the adult cleft palate patient, partic- 
ularly in one who had a double cleft lip. The flat upper 
lip and the protruding lower lip with the constant 
snarling expression are so characteristic and deform- 
ing that they may be recognized at a distance of 50 
yards. This labionasal recession associated with max- 
illary underdevelopment is due, partially, to the 
trauma of surgical correction and partially to con- 
genital defects in the growth of the middle face. 
Plastic surgery now has available many techniques 
for the correction of these deformities. In moderate 
cases, considerable improvement can be attained by 
mobilizing the cheeks forward, by incising the upper 
buccal sulcus, and lengthening of the columella. A 
central scar may be replaced by a full-thickness skin 
graft and made to resemble a normal philtrum. An 
Abbé flap from the lower to the upper lip will improve 
a more severe deformity. Bone and cartilage grafts 


and even polyvinyl-alcohol sponge may be used to 
build up a depressed maxilla. Deficiencies of mucous 
membrane behind the upper lip can be corrected by 
free skin grafts to create a buccal sulcus or, where 
necessary, by a cervical pedicle flap brought into the 
mouth through an incision in the floor of the mouth. 
If palate lengthening is needed to improve speech, the 
tail end of the flap may be carried back to the posterior 
pharyngeal wall. 

The choice of the proper procedure for restoring 
facial balance and improved speech will yield highly 
rewarding results to the patient and surgeon. The 
dramatic improvement shown in the photographs 
presented illustrates this beautifully. 

—Carl Schiller, M.D, 


Conference on Intraoral Cancer. N. A. McCormick. 
Canad. M. Ass. F., 1960, 83: 152. 


THE ABSOLUTE 5 year survival rate for 1,389 patients 
with microscopically confirmed intraoral cancer 
treated at Canadian regional cancer clinics from 1938 
to 1952 was 34.1 per cent. This survival rate'is de- 
creased by one-half when lymph node metastases are 
present and by more than 60 per cent when cancer 
has invaded bone. Not infrequently, multiple areas 
of malignant growth were preceded by widespread 
leucoplakia. Untreated, nearly all patients die within 
5 years from uncontrollable cervical metastases and 
invasion of bone. 

Cobalt beam therapy is considered to be the pre- 
ferred method of treatment in the absence of skin 
invasion. Residual diseased tissue after external ir- 
radiation may be implanted with radium needles, 
radon, or radioactive gold seeds. A very small tumor 
may be implanted as the primary method of treat- 
ment. Prophylactic dissection of the neck is considered 
to be unnecessary in the absence of palpable aden- 
opathy. The primary tumor should be controlled, the 
lesion well differentiated, and the nodes movable if 
a block node dissection is to be considered after ir- 
radiation. An interval between irradiation and surgi- 
cal intervention of 6 to 12 weeks is preferred if pos- 
sible. At operation, closure under tension is avoided, 
free skin grafts are used when necessary, and opera- 
tive wounds are washed with clorpactin. Postopera- 
tive management is facilitated by tracheostomy, gas- 
trostomy, and suction drainage of the wound. 

— Stuart L. Scheiner, M.D. 


A Statistical Review of Intraoral Cancer. A. H. 
SeLuers. Canad. M. Ass. J., 1960, 83: 157. 


Tuts REVIEW of intraoral cancer is made on the basis 
of data obtained from 1,548 patients registered at 
eight Ontario Cancer Clinics in the years 1933 to 
1952. The majority of the cases involved the buccal 
mucosa, the floor of the mouth, or alveoli. Males 
outnumbered females in the ratio of 6 to 1. The first 
symptom was usually a lump or swelling, pain, sore- 
ness or tenderness in the mouth, or a sore or an ulcer. 
In one-third of the confirmed primary cases the pa- 
tients had symptoms for less than 3 months. 
Two-thirds of this group received irradiation alone 
as treatment, either prior to or after registration. 
Although a 10 year follow-up study of patients with 
intraoral cancer shows that two-thirds die within 5 





years, one-quarter of these die from causes other than 
oral cancer. If the survival rates are adjusted for 
expected mortality, the survival rates so computed are 
about one-third higher than the crude rates. There 
was little consistent relationship between the duration 
of symptoms and the stage of the disease or between 
the duration of symptoms and the survival rate. The 
highest mortality occurs in the first year when the 
patients are grouped according to the stage of their 
disease, with far less change occurring in the earliest 
staged group. In other groups, annual mortality rates 
show little difference after 4 and 5 years. The median 
survival time for all confirmed primary cases was 28.6 
months. Survival times varied from 55.8 months in 
cases with the best prognosis to only 5.0 months for 
the most advanced stage of malignancy. 
—Stuart L. Scheiner, M.D. 


The Relationship of Oral Cancer to Generalized 
Connective Tissue Changes. James F. Smitu. Oral 
Surg., 1960, 13: 838. 


A stupy of postmortem findings in 20 patients with 
oral cancer, including 10 patients with epidermoid 
carcinoma of the tongue, was carried out with partic- 
ular attention to connective tissue changes in the 
liver, pancreas, spleen, myocardium, and cardiovas- 
cular system. In all cases studied there were connec- 
tive tissue changes in one or more specific organs; 
these included 3 cases of moderate fibrosis of the liver 
and 1 case of marked cirrhosis. Comparison with a 
control group of patients of similar ages without oral 
cancer revealed just as many tissue changes in the 
organs examined. 

It is the author’s opinion that cirrhosis of the liver 
and other connective tissue changes do not occur 
with any greater frequency in patients with oral 
cancer than in patients of comparable age, sex, and 
race without cancer. —Harvey W. Baker, M.D. 


The Histopathology of Masseteric Hypertrophy. 
Pau, GUGGENHEIM and LEon B. Couen. Arch. Otolar., 
Chic., 1960, 71: 906. 


SPECIMENS of masseter muscle from a patient with 
long-standing, chronic, unilateral hypertrophy and 
from a control patient undergoing a nasal operation 
were compared, without taking into account individ- 
ual differences in muscle fiber diameter. Thirty fibers 
from each specimen were selected at random and 
measured under 10-times magnification with an ocu- 
lar micrometer. No significant difference between the 
two specimens was observed. 

Biopsy specimens of one masseter muscle and the 
opposite rectus abdominis muscle were obtained from 
a patient with acute bilateral masseteric hypertrophy. 
Similar specimens were obtained from 2 women being 
treated surgically for cancers of the parotid gland. 
Careful comparative measurements, analyzed by sta- 
tistical methods appropriate for small populations, in- 
dicated a significant hypertrophy of individual fibers 
in the patient with masseteric hypertrophy as com- 
pared with the controls. This was indicated by a 
greater range of values, extending to higher levels in 
the hypertrophied case, both in absolute terms and 
with reference to the measurements of the patients’ 
rectus abdominis muscles. 
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The patient with acute masseteric hypertrophy ex- 
hibited small isolated islands of cartilage in the masse- 
ter biopsy specimens. This finding is believed to repre- 
sent an associated myositis ossificans due to the trau- 
ma of recurring painful attacks of masseter spasm and 
swelling. —Fohn F. Ballenger, M.D. 


Treatment of Recurrent Cancer of the Pharynx and 
Cervical Esophagus. CLaupE C. CoLeman, Jr., and 
Arir Kuurt. Plastic & Reconstr. Surg., 1960, 25: 470. 


RECURRENT CANCERS of the pharynx and cervical 
esophagus require such extensive resection that im- 
mediate reconstruction is impossible. When the pa- 
tient has received intensive roentgenotherapy, the 
recurrence exists in a field of impoverished blood 
supply. Radiation changes in the surrounding skin 
are often marked and healing is slow. Cutaneous 
fistulas may be present. 

Because of the proximity of the carotid arteries to 
the lateral laryngopharynx, recurrent cancers often 
involve these structures. In 4 of the 8 cases described 
involvement was so severe that removal of the arteries 
was required. Vascular anastomoses or grafting may 
be difficult or impossible because of the lack of cover, 
the level of removal, or the condition of the blood 
vessel wall. This may result in cerebral changes de- 
spite preliminary progressive occlusion of the internal 
carotid artery. 

Block resection of all tissues involved in the tumor 
was carried out, including the skin, laryngopharynx, 
internal and common carotid arteries, and thyroid 
when necessary. Because of the large areas excised, 
primary closure could not be performed. Pedicle flap 
reconstruction was the method of choice, using local 
tissue when possible, but most often, acromiothoracic 
tube flaps and other distant flaps. In 7 cases of pha- 
ryngeal reconstruction by this method, there was no 
stricture formation and only 1 fistula, which soon 
closed spontaneously. Two patients had cerebral com- 
plications caused by the vascular sacrifice. 

—Carl Schiller, M.D. 


SALIVARY GLANDS 


Tumors of the Minor Salivary Glands. Grratp 
Fine, RicHARD B. MaArsHALL, and Rosert C. Horn, 
JR. Cancer, 1960: 13: 653. 


To 1,157 cases of tumors of the minor salivary glands 
collected from the literature, the authors add 79 of 
their own. The emphasis in this report is on the his- 
tologic characteristics of these lesions, with some dis- 
cussion of their treatment and follow-up. The follow- 
up is too limited to be of great value other than to 
indicate that these tumors generally behave in much 
the same fashion as those of the major salivary glands. 

Of the authors’ cases of benign epithelial tumors, 
there were 25 new cases of mixed tumors and 17 of 
adenomatous tumors. Of these, 24 patients had had 
follow-up studies for periods of 5 to 30 years and there 
was no recurrence or metastasis after enucleation, 
curetting of the tumor, or excision. 

Of the malignant epithelial tumors, 37 were re- 
ported from the authors’ own group and 348 were 
found in the literature. The large majority of these 
tumors were mucoepidermoids, cylindromas, adeno- 
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carcinomas, or malignant mixed tumors. Of the 67 
patients with tumors reported as mucoepidermoids, 
14 had recurrent disease 5 months to 8 years after 
therapy. None of the patients with cylindromatous 
tumors lived 5 years free of tumor. No statement as to 
treatment can be made concerning these types and 
no information is available regarding the other malig- 
nant tumors. — John W. Braasch, M.D. 


Parotid Pain After Removal of the Superior Cervical 
Sympathetic Ganglion (Dolor parotideo consecutivo 
a la gangliectomia cervical superior del simpAtico). 
Jorce Moron. Bol. Soc. cir. Rosario, 1959, 26: 116. 


THE AUTHOR presents a well documented case of a 
woman 38 years of age from whom he had removed 
a tumor in the left side of the upper neck. Histo- 
pathologic examination proved this to be a neuroma. 
After the operation a Horner’s syndrome developed 
and 15 days postoperatively the patient complained 
that while eating she noticed a very severe pain in the 
left parotid area. Sialograms were made and they 
revealed a normal Stenson’s duct. Intramuscular 
injections of tetraethylammonium chloride controlled 
the pain but in view of the dangers associated with 
this medication, it was discontinued. The left parotid 
gland was subjected to roentgenotherapy in order 
to produce atrophy of this organ. After this treatment 
was administered the patient was symptom free for 1.5 
years. 

The author reasons that the superior cervical gan- 
glionectomy breaks the equilibrium of the vegetative 
innervation of the parotid gland with preponderance 
of the parasympathetic. The pain is attributed to the 
intraparotid vasodilatation, which is acute and 
severe as a result of the sympathetic balance. 

The author advocates the use of external radiation 
as a means of controlling the patient’s chief complaint 
after the removal of the superior cervical sympathetic 
ganglion. —G. Obregon, M.D. 


NECK 


Cancer of Larynx, Pharynx, and Upper Cervical 
Esophagus. JosEpH H. Ocura. Arch. Otolar., Chic., 
1960, 72: 66. 


THE AUTHOR advocates the following methods of 
treatment for cancer of the larynx, pharynx, and upper 
cervical esophagus. Superficial cancer restricted to a 
mobile true vocal cord is best treated with irradiation. 
More advanced vocal cord cancers, lesions involving 
the arytenoid, or tumors with subglottic extension are 
treated by total laryngectomy with radical neck dis- 
section whether cervical nodes are palpable or not. 
Lesions of the pyriform sinus with retrocricoid ex- 
tension and primary postcricoid lesions are handled in 
the same manner. When cervical esophagectomy is re- 
quired the author prefers immediate reconstruction 
with the use of a skin graft over a Negus stent. Certain 
types of extrinsic laryngeal cancer may be managed 
with preservation of laryngeal function by supraglottic 
subtotal laryngectomy or transhyoid partial pharyn- 
gectomy. For the success of these procedures there 
must be freedom from involvement of the true cord 
with good mobility and a zone of normal tissue be- 
tween the tumor and the vocal cord. 


The 5 year results of laryngectomy and radical neck 
dissection in 59 consecutive patients are evaluated. 
The immediate and late operative mortality rate was 
3 per cent. Of 18 cases classified as endolaryngeal 
there was an over-all survival rate of 59 per cent. The 
5 year survival rate was also 59 per cent for 13 pa- 
tients with subglottic carcinoma. For 28 patients with 
extrinsic laryngeal cancer the 5 year survival rate was 
32 per cent. 

Twenty-one of 39 patients who had elective radical 
neck dissections but in whom clinical examination of 
the neck had been negative survived. Included in the 
21 survivors were 10 patients whose cervical nodes 
were histologically positive. Only 5 of 18 patients who 
had therapeutic neck dissections survived. 

— Harvey W. Baker, M.D. 


Subacute Granulomatous Thyroiditis. 
STEINBERG. Ann. Int. M., 1960, 52: 1014. 


SUBACUTE GRANULOMATOUS THYROIDITIs is character- 
ized by sudden onset of pain in the throat and neck 
preceded by malaise and fever. The pain radiates to 
the ears and face and is accentuated by swallowing 
and by movements of the head. The chief physical 
signs are enlargement and tenderness of the thyroid. 
Thyrotoxic symptoms occur with severe cases and 
subside on recovery. Relapse may occur after appar- 
ent recovery and a chronic course may ensue with 
mild fever, pain, and tenderness of the thyroid gland. 
Hypothyroidism as a sequel is very rare. 

The characteristic laboratory findings are a normal 
white cell count, an elevated sedimentation rate, and 
marked reduction of the radioactive iodine uptake 
associated with a normal or elevated protein bound 
iodine. 

The initial stage of subacute thyroiditis is often 
confused with an infection of the upper respiratory 
tract, but careful palpation of the thyroid at this time 
will usually reveal nodular tender swelling. Needle 
biopsy of the gland may be used to establish the diag- 
nosis. The histologic appearance is infiltration of the 
epithelial layers, colloid, and perifollicular spaces by 
neutrophilic leucocytes, later replaced by monocytes. 
As the epithelial layer is destroyed some of the colloid 
is extruded into tissue spaces. Langhans’ giant cells 
are seen. 

The objective of treatment is to shorten the natural 
course of a selflimited disease. Roentgen therapy has 
been used effectively but adrenocortical steroids are 
considered most effective. Surgical intervention is re- 
served for protracted enlargement which has not 
responded to medical therapy. Antibiotics and iodine 
are of no value. 

The cause of the disease remains unknown despite 
an apparent increase in incidence. 


—Lloyd D. Maclean, M.D. 


Polymorphous Cell Tumor of the Thyroid. V. E. 
Cuesxy, C. A. Hettwic, and J. W. WELCH. Am. j. 
Surg., 1960, 99: 857. 


Franz U, 


Tuis stupy concerns the experience at the Hertzler 
Clinic in Haistead, Kansas with the highly malignant 
polymorphous cell tumor of the thyroid, which is re- 
garded by American investigators as an anaplastic car- 
cinoma and by European writers as a sarcoma. Clinical 





experiences with this tumor have been almost uni- 
formly disappointing. Among 206 malignant thyroid 
tumors seen at this clinic, 13 or 6.3 per cent were of 
the polymorphous type. Nine of these were in females 
and 4 in males. The age of these patients varied from 
50 to 74 years. 

Clinically, the tumors presented as enlargements of 
the neck which had been noticed by the patient for 
from 6 weeks to 48 years. The average duration of the 
goiter previous to operation was 19.7 years. In 4 pa- 
tients, there had been a rapid increase in the size of the 
long-standing goiter. In 5, there had been loss of 
weight and shortness of breath. In 8 cases cancer of the 
thyroid was suspected before operation. All patients 
were operated upon; 2 underwent bilateral subtotal 
resection, 2 total thyroidectomy, and 7 lobectomy. 
Partial removal of an unresectable tumor was per- 
formed upon 2 patients. In 11 of these patients, the 
clinical course was fulminating and death followed in 
less than 6 months. Two patients were exceptions and 
survived for more than 10 years. In these cases his- 
tologic study of the removed goiters revealed small 
areas of polymorphous tumors still confined to the 
thyroid. 

The authors conclude both from the literature and 
from their own experience that polymorphous cell 
tumor of the thyroid is invariably fatal after the sur- 
rounding neck structures have been invaded. They 
concur in Weglin’s belief that polymorphous cell 
tumor develops, as a rule, in long-standing benign 
adenoma. —Alan Thal, M.D. 


Present Day Management of Thyroid Nodules and 
Malignancy. Metvin A. Brock and Brocx E. Brusu. 
J. Michigan M. Soc., 1960, 59: 598. 


IN GENERAL, most discrete thyroid nodules should be 
removed. There is no reliable test that will indicate 
whether or not such a nodule is malignant. The risk of 
thyroid operation from a mortality standpoint is well 
under 1 per cent, whereas the risk of thyroid malig- 
nancy being present approximates 4 per cent. The 
natural history of thyroid carcinoma is such that many 
nodules which prove to be malignant have been 
known to be present for 5 years or more without 
metastases, so that the duration of the presence of the 
nodule is not a reliable guide. 

Scintigrams for patients with thyroid nodules have 
been found to be of limited help in making a decision 
for or against surgical intervention for thyroid nod- 
ules. A scintigram, theoretically, might differen- 
tiate malignant from benign lesions inasmuch as ma- 
lignant nodules should show little or no evidence of 
function. It must be remembered that functioning or 
hyperactive nodules (“‘warm” or “hot” nodules) 
would be expected to be benign, whereas nonfunction- 
ing nodules (“‘cold” nodules) might be malignant. 

A total lobectomy is the accepted procedure for 
thyroid nodules; however, all of the thyroid tissue 
other than that in the vicinity of the nodule for which 
operation has been undertaken must be carefully ex- 
amined. Hence, a wide excision of other nodules 
should be carried out and this may require removal of 
nearly all of the second lobe after a total lobectomy 
carried out for the nodule felt preoperatively. Ade- 
quate removal of the primary lesion is the most impor- 
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tant principle in the surgical management of thyroid 
malignancy. Patients who succumb from thyroid 
malignancy die either from local recurrence or dis- 
tant metastases, not from cervical node metastases. 
It is believed that there is a real place for a modified 
neck dissection in operation for carcinoma of the thy- 
roid. A modified neck dissection is understood to be a 
procedure which differs from the standard radical 
neck dissection in that the sternocleidomastoid 
muscle and the submaxillary gland area are pre- 
served. The procedure also includes a dissection of the 
posterior triangle of the neck and the removal of the 
jugular vein and associated lymph nodes. 
Postoperative follow-up examinations should con- 
tinue indefinitely, for many patients can be salvaged 
by proper additional treatment later even though re- 
currences appear. —Stephen A. Zieman, M.D. 


The Malignant Thyroid Adenoma. J. W. WEtcH, V. 
E. Cuesxy, and C. A. Hettwic. Arch. Surg., 1960, 
81: 14. 


THREE THOUSAND AND TWENTY-FOUR thyroidectomies 
are reported that were performed from 1940 to 1956. 
Of these cases, 266 or 8.8 per cent were diagnosed as 
malignant and 156 of the tumors were solitary ade- 
nomas. On the basis of histologic pattern these lesions 
were classified as pure papilloma, pure follicular car- 
cinoma, invasive adenoma, clear cell tumor and 
Hurthle cell tumor. Conservative operation was em- 
ployed, consisting of either total lobectomy or the 
combination of total and subtotal lobectomy. Ex- 
cluding roentgen treatment and radioactive isotopes 
as adjuvant therapy, the over-all 12 year survival rate 
was slightly in excess of 90 per cent, and the mortality 
rate was 1.2 per cent. 

The authors concluded that the grade of differen- 
tiation is a most important factor in predicting the 
clinical course of a particular malignant adenoma. 

—Ernest D. Bloomenthal, M.D. 


Elective Neck Dissection for Intraoral Cancer. HARRY 
W. Soutruwick, DANELY P. SLAUGHTER, and ERNEsTO 
T. Trevino. Arch. Surg., 1960, 80: 905. 


ON THE BAsiIs of their experience with 192 resective 
procedures for primary tumors of the tongue and floor 
of the mouth, the authors believe that an en bloc dis- 
section of the regional nodes should be performed in 
the treatment of these lesions. Of 158 patients who had 
a resection of the primary tumor including the man- 
dible and an in-continuity neck dissection 68 were 
thought clinically to have negative nodes. Yet, 40 per 
cent of these 68 patients proved on routine pathologic 
examination of the operative specimen to have posi- 
tive nodes. Of those 90 patients who were thought 
clinically to have positive nodes, 30 per cent had nega- 
tive nodes. Fifty per cent of the entire group had in- 
volvement of the regional nodes. 

The authors noted no instances of primary contra- 
lateral metastases, an observation which has bearing 
on Martin’s rejection of lymph node dissection be- 
cause of an incidence of 10 per cent for primary con- 
tralateral metastases. 

The results after a 3 year follow-up period demon- 
strate the influence that lymphatic metastases have on 
longevity in that 50 per cent survived if the regional 
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treated surgically died. Of 4 malignant teratomas of 
the neck reported, 3 were in adults. 
—Harvey W. Baker, M.D, 


nodes were negative and 24 per cent survived if they 
were positive. 

The assumption that nonpalpable nodes containing 
tumor are innocuous except for local growth is re- 
jected on the basis of the possible application of cited 
animal work to the contrary. Thus, it is on this pre- 
mise and on the observation that there is a large error 
in the clinical evaluation of regional nodes that the 
authors recommend extensive use of the en bloc re- 
section of the primary tumor and lymph node bearing 
area. 

It was pointed out in the discussion of this paper 
that the authors would not perform a prophylactic 
dissection of lymph nodes for a minute primary lesion 
in the mouth. The exact size of a lesion for which neck 
dissection is indicated was not discussed. 

— John W. Braasch, M.D. 


Teratoma of the Neck. ReuseN SILBERMAN and INEZ 
R. MENDELSON. Arch. Dis. Childh., Lond., 1960, 35: 
159. 


TERATOMAS of the neck are benign cystic, semicystic, or 
solid tumors derived from the three germ layers. Thy- 
roid tissue and brain tissue have also been found in 
teratomas. The tumors are most commonly present in 
the fetus in utero, are sometimes associated with 
hydramnios, and occasionally cause obstruction to 
labor. The infant may be full term or premature; it 
may be stillborn but is frequently alive at birth. The 
tumors often interfere with respiration or swallowing or 
both. Sometimes the tumors do not become manifest 
until later in infancy or childhood. Rarely, they may 
appear in adult life in which case they are often malig- 
nant. 

The tumors are generally of large size in the lateral 
part of the neck and frequently present an urgent prob- 
lem of diagnosis and treatment in the newborn. Early 
operation is important, particularly when tracheal and 
esophageal obstruction are present. 

The authors present 2 personal cases in detail and 
add 22 new cases to the 60 previously reviewed in the 
literature. The operative mortality for benign tumors 
treated surgically was 9 per cent. All patients not 


Congenital Malformations of the Medium and Lower 
Thirds of the Cervical Spine (Sulle malformazionj 
congenite del rachide cervicale medio ed inferiore), 
Mario Bont and Pietro Dr Leo. Ortop. traumat. app. 
motore, 1960, 28: 89. 


THE AUTHORS after an extensive review of the liter- 
ature on congenital deformities of the cervical spine 
report 20 cases observed at the Department of Ortho- 
pedic Surgery of the University of Rome Medical 
School, Rome, Italy over a period of 15 years. 

The patients were divided into three groups accord- 
ing to the clinical features: group 1—patients with 
no obvious deformity of the neck in whom the mal- 
formation was discovered by roentgenography and 
the clinical picture was limited to stiff neck and/or 
pain (2 cases); group 2—patients with cervicodorsal 
scoliosis or stiff neck (11 cases); and group 3—patients 
displaying complex anomalies who were generally re- 
ferred to as ‘‘ men without necks” (7 ame. 

The pathogenesis of these malformations is complex 
and strictly correlated to the fetal development of the 
cervical spine. The etiologic factors, which are still 
unknown, may exercise their teratogenic action in dif- 
ferent stages of the development. The earlier the stage, 
the more complex will be the resulting deformity. 

In the authors’ opinion the aforementioned clinical 
classification is justified from a practical point of view. 
It overcomes the difficulties connected with a classi- 
fication based upon radiologic and pathologic criteria 
and yet it indicates the differential diagnosis and pos- 
sibilities and limitations of the treatment. 

The treatment is purely symptomatic in group 1. 
In group 2, it includes the use of plaster casts and 
orthopedic braces. No treatment is available for the 
aesthetic damage present in group 3. Whenever mus- 
culofascial retraction of the sternomastoid muscle or 
associated deformity of the shoulder girdle is present, 
appropriate surgery such as myotenotomy or scapu- 
lopexy is indicated. — Riccardo Benvenuto, M.D. 
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CEREBRUM, CEREBELLUM, AND HYPOTHAL- 
AMUS 


Vertebral Angiography in Tumors of the Posterior 
Fossa (Gutartige Tumoren im _ Vertebralisangio- 
gramm). A. Isrort. Fortsch. Rontgenstrahl., 1960, 92: 
676. 


VERTEBRAL ARTERIOGRAPHY is performed percu- 
taneously under endotracheal anesthesia. Stellate 
ganglion blocks are performed prior to the injection of 
the contrast medium. ‘The indications for vertebral 
angiograms used by the author are: (1) noncommuni- 
cating hydrocephalus; (2) increased intracranial pres- 
sure with normal carotid angiograms; (3) cerebellar 
syndromes; (4) subarachnoid bleeding when carotid 
angiograms have not demonstrated an aneurysm or 
other vascular malformation. 

The author describes the angiographic findings in 
cases of benign and malignant tumors of the posterior 
fossa. Illustrations of representative cases are also 
included. 

The importance of vertebral angiography is em- 
phasized both for diagnosis and for planning the proper 
surgical approach. —Sanford Larson, M.D. 


Mental Abnormalities Following Subdural Hema- 
toma. F. L. Davies. Lancet, Lond., 1960, 1: 1369. 


ELEVEN CASES of subdural hematoma were treated 
among 44 consecutive cases of head injury. Liquid 
clots were aspirated through burr holes. Solid hema- 
tomas were totally removed after osteoplastic craniot- 
omy. Aside from 3 mentally normal patients and 1 in 
coma, the other 7 showed mental changes ranging 
from confusion to psychosis. Two died of pneumonia 
3 and 4 days after evacuation of the hematoma with- 
out evidence of cerebral complication at autopsy. 
Three others died 2 and 3 months postoperatively, ail 
of pneumonia. Four were discharged, free of mental 
or neurologic deficit. In 1 of these a Korsakoff’s psy- 
chosis developed 1 year postoperatively. In 4 cases the 
brain was observed not to re-expand after evacuation 
of the clot. Three of these patients died. 
—George L. Potter, M.D. 


Roentgen dewany «4 in the Treatment of Tumors of 
a 


the Pituitary Gland. (Text in Greek). P. Gzorca- 
— and A. Metaxupis. Nosokomeiaka chron., 1960, 
2: 268. 


Tuis Is A REPORT of 7 patients with pituitary tumors 
treated with roentgen rays at the Evengelismos Hos- 
pital, Athens, Greece. Four were cases of chromophil 
adenomas, one chromophobe and two basophilic. The 
diagnosis was made by the typical clinical and labora- 
tory findings in the chromophil and basophilic cases, 
whereas the chromophobe was diagnosed histologi- 
cally in a previous surgical attempt at removal. All pa- 
tients received roentgen ray doses from 3,750 to 4,500 
r in multiple planes and for a 5 to 6 week period. 
There were no complications or reactions during the 
period of treatment in any of the patients. 


The results were very good in the group with chro- 
mophil adenomas, their symptoms, mainly headache 
and dizziness, subsiding before the course ended. 
Follow-up examination 10 to 12 months afterwards 
showed maintenance of the good result. In the case of 
chromophobe adenoma there was rapid improvement 
which was probably due to both previous operation 
and subsequent roentgen ray therapy. The basophilic 
adenomas, however, did not show remarkable im- 
provement and the therapeutic effect of roentgen rays 
on them is equivocal. 

— Michael G. Seremetis, M.D. 


Chemopallidectomy as a Treatment for Parkinson’s 
Disease. PALLE TAARNHGJ, DoLores-CrysTAL ARNOIS, 
and Laurence A. DonanueE. 7. Neurosurg., 1960, 17: 
459. 


ONE HUNDRED AND EIGHTEEN PATIENTS with Parkin- 
son’s disease were treated by chemopallidectomy using 
Cooper’s technique. Fifteen died, 10 during the im- 
mediate postoperative period and 5 from 1 week to 
7 months after leaving the hospital. Of the 10 post- 
operative deaths, 2 were from intracerebral abscess, 
and 2 from intracerebral bleeding. A definite cause 
could not be found in 6 cases. 

Stupor was the most common complication, 43 pa- 
tients having severe depression of the level of con- 
sciousness. Twenty-four of these patients regained 
their previous level of alertness, 11 had permanent 
changes, and 8 died. 

Hemiplegia appeared in 25 patients of whom 4 
died, 5 had permanent weakness, and 16 recovered. 

Many of the patients with depressed consciousness 
had speech disturbances best described as mutism. 
This was seen in 9 alert patients as well. It usually 
cleared suddenly. 

The difficulty of properly evaluating the results in 
these cases is thoroughly discussed. The authors have 
tabulated the per cent improvement after operation 
for the various components of the syndrome. Tremor 
was improved in 88 per cent, rigidity in 76 per cent, 
gait in 51 per cent, and disability in 41 per cent. The 
over-all results were 53 per cent benefited, 15 per 
cent unchanged, 19 per cent worsened, and 13 per 
cent dead. Of patients with unilateral disease, 75 per 
cent benefited, whereas those with more advanced 
disease did not do as well. The results after bilateral 
procedures were not as good. Of 13 patients, 2 died, 
4 were worse, 2 were unchanged, and 5 were im- 
proved. — Sanford Larson, M.D. 


SPINAL CORD 


The Surgical Approach to Thoracic Intervertebral 
Disc Protrusions. ALLAN Hutme. 7. Neurol. Neurosurg. 
Psychiat., Lond., 1960, 23: 133. 

THE AUTHOR REPORTS 6 cases of thoracic interver- 

tebral disc herniations with particular reference to 

the advantages of the lateral thoracic approach. The 
dangers of the standard laminectomy approach are 
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well recognized and frequently may carry a very high 
morbidity rate. This fact was exemplified by the first 
case presented. The remaining 5 patients were oper- 
ated upon by the lateral thoracic approach with ex- 
cellent results. 

The diagnosis of a thoracic disc herniation may at 
times be difficult, in that there may be an extreme 
variation in the neurologic findings. There is fre- 
quently absence of a spinal block, and even myelog- 
raphy may be negative or show only minimal 
changes. In one of the cases two myelographic studies 
were completely negative and only at a third study 
was a comparatively slight defect seen. The presence 
of calcification within the disc and osteophyte forma- 
tion is very important, but these findings may be 
slight. 

The operation is performed through a paramedian 
incision along the outer border of the paravertebral 
muscle mass. The underlying corresponding ribs are 
removed, after which the pleura is retracted and the 
intervertebral foramen found by following the cor- 
responding intercostal nerve medially. The foramen is 
then enlarged by the use of a high speed burr. The in- 
strument used with the high speed burr is a desoutter 
grinder driven by compressed nitrogen. Before the use 
of the burr the margins may be removed by the use of 
small rongeurs. 

It is recognized that this approach is appropriate 
only when an accurate preoperative diagnosis has 
been established. —Jack I. Woolf, M.D. 


Lumbar Disc Protrusions in Pregnancy. J. E. A. 
O’ConnELL. J. Neurol. Neurosurg. Psychiat., Lond., 
1960, 23: 138. 


Tus stuDy was based upon a series of 347 female pa- 


tients with surgically proved herniated lumbar disc. 
The age of the patients ranged from 16 to 60 years. 
The entire series of patients consisted of 1,100 con- 
secutive cases, the remaining 753 protrusions being in 
males. 

Of the female patients, 179 had borne one or more 
children and, in this group, symptoms of the disc pro- 
trusion developed in pregnancy or the puerperium in 
39 per cent. In view of this, the author believes that 


pregnancy is an etiologic factor in the development of 
herniated lumbar disc in women. 

It is recognized that a lumbosacral plexus injury 
might occur during pregnancy but it is believed that 
the frequency of such injury is much less than the lit. 
erature would suggest. Hence, in any maternal obstet- 
ric palsy involving a lower extremity the possibility of 
a herniated lumbar disc should be seriously con- 
sidered. —Jack I. Woolf, M.D. 





PERIPHERAL NERVES 


Neurinoma. GunNaAR Tuorsrup. Acta chir. scand., 1960, 
Suppl. 252. 


Tuis Is an excellent summary of the histologic and 
clinical manifestations of neurinomas in 452 patients 
from the whole of Norway from 1932 to 1946. 

Solitary tumors were found in 380 patients, mul- 
tiple tumors in 34, and neurofibromatosis in 38 pa- 
tients. Tabulating the site of the tumor in the dif. 
ferent age groups revealed no specific tendency. The 
average age of the patients in this report was 40 years, 
with the range from the newborn to 84 years. There is 
a slight preponderance of multiple tumors and neuro- 
fibromatosis among younger patients. 

The neurinomas are classified into 6 histologic 
groups which can be further broken down into 2 main 
groups according to histologic and clinical attributes. 

The size of the neurinomas could be of some value 
in prognosis, as malignant degeneration was more 
frequent among the larger tumors. The greatest num- 
ber of postoperative fatalities was found to be among 
patients with neurinoma predominant in the cranial 
cavity. Of the 329 patients followed up, 33 died asa 
result of the operation for removal of the neurinoma 
and 29 because of the tumor itself. Tumors of the 
retroperitoneum appear to have the worst prognosis. 

Adequate removal of the neurinoma cured most of 
the patients. The histologic type of the neurinoma 
must be borne in mind when selecting the method of 
treatment which had to be as radical as possible in the 
tumors of types 5 and 6. Irradiation was unessential, 
both therapeutically and prophylactically. 

— Morris Sanders, M.D. 
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SKIN AND SOFT TISSUES 


The Effects of 6-Mercaptopurine on Homograft Re- 
actions. ROBERT SCHWARTZ and WILLIAM DAMESHEK. 
J. Clin. Invest., 1960, 39: 952. 


AN ANTIMETABOLITE, 6-mercaptopurine (6-MP) which 
is an analog of adenine, has been found to have defi- 
nite effects on the production of antibody and has 
sharply curtailed formation of antibody in rabbits in- 
jected repeatedly with bovine serum albumin. The 
anti-immune effect of the drug appears to be exerted 
by a direct chemical influence on antibody forming 
tissue. In the present article the effect of 6-MP on the 
reactions of rabbits to homografts is described. 

For experimental purposes adult, outbred, ran- 
domly selected rabbits were used. Free full thickness 
skin grafts of the ears were utilized and 2 types of graft 
exchanges were made of these squares of skin: auto- 
grafts in which the same animal was both donor and 
recipient, and homografts in which the donor and 
recipient were different animals. Wherever possible 
the homografts were exchanged between black and 
white rabbits. 

In the control animals the homografts were uni- 
formly rejected over a 24 hour period. In contrast, 
in the groups receiving various doses of 6-MP the re- 
jection was much slower, the entire reaction taking 
several days to develop. In a group receiving the 
largest dosage of 6-MP, 12 mgm. per kgm. per day, 
the grafts survived for 24, 28, 30, and 34 days, and in 
each case the color of the hair was that of the donor 
animal. As it was noted that successively higher 
dosages of 6-MP produced a progressive rise in the 
mean rejection time of the homograft, a few animals 
were given higher dosages of 15 mgm. per kgm. per 
day, but this dose proved too toxic. No advantage of 
oral over subcutaneous administration of the chemical 
was observed. Thus, although no permanent homo- 
graft takes were observed, there was a statistically 
significant prolongation of the mean rejection time, 
and, although the antimetabolite 6-MP clearly is not 
a solution to the problem of homograft reaction be- 
cause of its toxicity in man and its limited effects in 
the rabbit, it may offer a clue to the direction that 
further studies should take. 

— Wayne F. Cameron, M.D. 


Treatment of Angioma (Considerazioni sul trattamento 
ae —- G. BocctaRELLi. Ateneo parmense, 1960, 


Tue AUTHOR reports on his experience with the treat- 
_— of angiomas at the University of Parma, Parma, 
taly. 

There were 178 patients, some with multiple 
lesions, making a total of 195 treated lesions. The 
treatment of choice was the injection of a sclerosing 
solution; 5 per cent sodium morrhuate injections vary- 
ing from 0.2 to 1 ml. were given at 2 to 3 month inter- 
vals. This treatment was used for 87 lesions or 44.6 per 
cent. In 27 cases or 13.8 per cent the treatment was 


surgical and in 76 or 38.9 per cent a combination of 
injection and operation was used. A total of 5 cases 
of nevus flammeus was seen and dermoabrasion was 
used for this type of lesion with only partially satis- 
factory results. 

Of the entire series there were excellent results in 
86.5 per cent, good results in 11 per cent, and poor 
results in 2.5 per cent. 

There are illustrations of 4 cases showing the pa- 
tients before and after treatment. A review of the 
literature on the subject is presented. 

On the basis of his personal experience the author 
contends that sclerosing therapy either alone or 
associated with surgical therapy is indicated in the 
treatment of angiomas with the exception of nevus 
flammeus for which no really efficient method of 
treatment has yet been discovered. 

—Lucian 7. Fronduti, M.D. 


PLASTIC REPAIR 


Local Pedicle Flaps in Traumatic Amputations of the 
Finger Tip. Joun J. Bowe. Am. 7. Surg., 1960, 99: 847. 


DESTRUCTION OF THE FINGER TIP has become a com- 
mon injury and when improperly treated may result 
in job loss, occupation change, and cosmetic defect. 
The aim in surgical treatment is an acceptable, use- 
ful, and painless finger. 

The approach to a digital traumatic amputation 
may take three paths: (1) revision with shortening, (2) 
application of a free graft, (3) resurfacing of the 
traumatized part with a pedicle flap. 

If bone is not involved and a pad of soft tissue 
remains, resurfacing of the finger can be accomplished 
by means of a free graft of skin. Most digital amputa- 
tions, however, show loss of soft tissue and bone and 
these injuries will require a padding of subcutaneous 
tissue over the bony end and over-all covering with 
durable skin. 

The author favors pedicle replacement in the treat- 
ment of these more extensive injuries. Twenty-four 
consecutive cases are reported upon. Fifteen patients 
were treated by palmar pedicle flaps and 9 by X- 
finger flaps. The index finger was the most commonly 
injured finger. Flap procedures were not performed 
for amputations of the fifth finger because it was 
believed that this finger did not warrant such treat- 
ment. All operations were performed in a bloodless 
field under local or general anesthesia. Subcutaneous 
injection of saline solution facilitated the dissection 
of finger flaps. Flap donor sites were resurfaced with 
medium-thick split-thickness grafts taken free hand 
from the inner aspect of the forearm. A curved, plaster 
molded splint extending from the forearm to the 
fingertip was applied in all cases for at least 1 week 
postoperatively. The average time of separation of 
palmar flaps was 14 days. The average time of sep- 
aration of the X-finger flaps was 18.8 days. Hospital- 
ization averaged about 2 days. 

In none of these 24 cases was a flap lost and no 
serious infection was encountered. Sensation started 
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to return to the flap at about 3 months and was 
usually fairly well developed by 1 year. 

Proper planning of the donor site of the flap is 
important in order to avoid the complication of scar- 
ring. Avoidance of web spaces, particularly that of 
the thumb and index, is an important consideration. 
In all patients it was necessary to stress movement 
after flap separation. This was especially true when 
the palm was employed and both active and passive 
movement by the patient was encouraged. Because 
of the danger of joint limitation after the application 
of palmar flaps, it is probably best to avoid this pro- 
cedure in patients more than 40 years of age. 

—Alan Thal, M.D. 


BREAST 


Congenital Absence of One Breast (A propos de deux 
cas d’absence congénitale d’une glande mammaire). 
Maurice Prerre and Henrt Bureau. Ann. chir. plast., 
Par., 1960, 5; 137. 


Ir 1s BETTER for a female to have two diminutive 
breasts than only one, perhaps good sized, mammary 
gland. Absence of a breast is most commonly due to 
childhood infection or to ill advised radiation treat- 
ment for hemangioma in childhood. The less common 
cause is true congenital absence. In 1 of the cases 
reported there was, in addition, aplasia of the pec- 
toralis major muscle. The opposite breast was scruti- 
nized by the authors and found to be hypertrophic in 1 
case and “perfectly” developed in the other patient. 
In the first patient the hypertrophied breast was 
split longitudinally by means of an S-shaped transec- 
tion and carried as a pedicled graft through a subcu- 
taneous tunnel to the abnormal side. In the second 
stage, 3 weeks later, the pedicle was cut. In another 
3 weeks the final modeling was accomplished with 
a fat and dermal graft and the transferred breast 
tissue was sutured to the ribs. In the second patient 
a polystan prosthetic mold was applied. The authors 
state that prosthetic materials for breast construction 
are of only temporary value and, therefore, autolo- 
gous breast tissue should be utilized whenever pos- 
sible. —Karel B. Absolon, M.D. 


Excision of the Major Duct System for Benign Disease 
of the Breast. JoHN HaprFiEp. Brit. 7. Surg., 1960, 47: 
472. 


A METHOD is described by which the whole major duct 
system of the breast can be removed. 

It is suggested that this operation may be useful in 
the treatment of patients with nonmalignant disease of 
the major ducts. In the treatment of mammillary fis- 
tula in younger patients sacrifice of breast function is 
a serious disadvantage, but it is doubtful whether 
these glands, many of which have an inverted nipple, 
ever reach satisfactory functional competence. 

There have been no untoward effects on the mam- 
mary glands of women in whom the whole duct system 
has been excised. There is little or no information re- 
garding the rate of recurrence after excision of the 
fistulous tract in large numbers of patients after a rel- 
atively long postoperative period. In the absence of 
this information it would seem rational to excise the 
whole diseased area for a condition which is so often 


generalized. In patients with chronic nipple discharge 
in whom the disease often affects more than one duct, 
and many of whom are past the age of 45 years, major 
duct excision holds out the best prospect for cure. 

This operation has been used in duct papilloma of 
the breast occurring in oldish women in whom sacri- 
fice of the major duct system presents no problem, 
Localization and excision of the single bleeding duct 
in such patients is often satisfactory and adequate, 
but the operation described in this paper is very little 
longer or more extensive and it eliminates the pos- 
sibility of further recurrence. 

A simple retention cyst of the duct system often oc- 
curs as a tiny subcutaneous swelling at the junction of 
the skin and areola in a young woman with a normal 
nipple. Under these circumstances excision of the 
whole major duct system is not indicated, as the con- 
dition can be adequately and satisfactorily treated by 
a local excision of the cyst.— John 7. Maloney, M.D. 


Radical Mastectomy with Conservative Anterior 
Mediastinal Node Dissection. RosertT H. YoNEmoto 
and Ratpu L. Byron, Jr. Surgery, 1960, 47: 908. 


THE AUTHORS discuss a procedure which they call a 
trap-door operation. After the pectoralis muscle has 
been dissected laterally to expose the costochondral 
junction, the first and fourth intercostal spaces are 
entered by dividing the intercostal muscles trans- 
versely. The cartilages of the second, third, and 
fourth ribs are divided just medial to the costochon- 
dral junction, along with the adjoining muscle. The 
flap thus created is lifted medially with the aid of a 
gauze, and the rib cartilages are fractured at their 
sternal junction. The internal mammary vessels are 
ligated and divided below the first and above the 
fifth rib, and the mammary, perforating, and inter- 
costal vessels, adipose tissue, and lymphatic tissue are 
all removed. The procedure is performed extrapleu- 
rally. The cartilages are fastened together with catgut 
or wire. Radical mastectomy is completed in the 
usual manner. Postoperative morbidity is extremely 
low, and the authors’ tabulation reveals only 1 case 
in which a complication can be attributed to the 
intrathoracic dissection. This patient had a hemo- 
pneumothorax. 

The follow-up of the 35 cases reported is too short 
to support the superiority of mediastinal node dissec- 
tion. The authors’ statement that by their method 
removal of mediastinal nodes requires only an extra 
15 minutes would certainly argue for the excision of 
mediastinal nodes, particularly in patients with 
medial lesions and with axillary metastatic disease. 

—Carl H. Calman, M.D. 


Shoulder and Arm Difficulties After Radical Mastec- 
tomy (Schulter-Arm-Beschwerden bei Mammaradi- 
kaloperierten). DierricH RincLes. Med. Welt., 1960, 
p. 1085. 


ARM EDEMA DEVELOPS in 1 of every 2 patients after a 
radical mastectomy; 1 of 5 has an increase of more 
than 2 cm. in arm circumference; and 1 of every 3 
patients with arm edema has pain. Many causes have 
been discussed; in any case, the changes occur only 
after radical procedures in which the axilla has been 
cleaned. A transaxillary incision is said to be followed 
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by less edema. Thrombotic closure of the axillary 
veins or scarring will cause surgical elephantiasis. 
Many symptoms are grouped in the cervical-brachial 
syndrome—leading one to think of the cervical 
vertebrae. 

Cervical roentgenograms of 160 patients after 
radical mastectomy were studied. The least time 
postoperatively was 9 months. Nine of these roent- 
genograms demonstrated 1 degree changes or posture 
disturbances; 44 demonstrated reduction in interver- 
tebral space, sclerosis, and spondylitic changes of 2 
degrees; and 50 had deformation of the small inter- 
vertebral joints. Of the 45 patients with no osteo- 
chondritic changes, only 5, or 11 per cent, had symp- 
toms of the cervical-brachial syndrome. Comparison 
of both groups on the: basis of age did not demon- 
strate any significant factor. 

It is the author’s belief that the difficulties that 
follow a radical breast procedure are concomitant 
with degenerative changes in the cervical vertebrae. 

—Andrew P. Adams, M.D. 


Internal Mammary Lymph Node Biopsy as a Guide 
to Postmastectomy Radiation Therapy in Breast 
Carcinoma. EveERHARD F. Cox and Rosert W. 
Buxton. Am. Surgeon, 1960, 26: 335. 


Tue nisTory of the radical mastectomy operation, the 
technique of the more recent supraradical operations, 
and the technique of radical mastectomy with ipsi- 
lateral mediastinal node dissection are reviewed 
briefly, as well as the concept of simple mastectomy 
with radiation therapy for carcinoma of the breast. 
The authors report a series in which it was intended 
to combine the classical radical mastectomy with bi- 
lateral lymph node biopsy of the first three intercostal 
spaces. Patients who had positive internal mammary 
nodes were to receive parasternal irradiation and 
those with positive axillary glands would receive radi- 
ation therapy of the axillary and supraclavicular area. 
As the series progressed, changes in plan were made. 
A series of 48 patients was treated from 1955 through 
1958. Thirty-eight radical mastectomies, 5 simple 
mastectomies, and a simple mastectomy with axillary 
dissection were performed. Two patients with locally 
recurrent cancer, who had had previous radical mas- 
tectomy, underwent internal mammary node biopsy. 
One patient had a punch biopsy of the primary lesion 
plus the node biopsy, and another patient with far ad- 
vanced carcinoma had biopsy of the lesion and oopho- 
rectomy. Among the 48 patients, 28 had intercostal 
interspace exploration, either bilateral or ipsilateral. 

Midway in the study, a patient with an outer lower 
quadrant carcinoma of the right breast underwent a 
radical mastectomy and bilateral exploration of the 
first three intercostal interspaces. Nodes from the right 
side and fatty tissue from the left were negative for 
metastatic tumor. Twenty months later a recurrence 
developed in the right fourth interspace. While the 
importance of meticulous operative technique is ob- 
vious in order to avoid malignant contamination of a 
clean area, it is also possible that cancer cells had 
already invaded this interspace of which no biopsy 
was made. For this reason, irradiation was not re- 
stricted to the areas of positive nodes as originally pro- 
posed, but all patients with either positive axillary or 


parasternal lymph nodes were given postoperative 
irradiation. 

At the end of the 3 year period covered by this 
series, 8 of 48 patients or 16.6 per cent had died of 
carcinoma, and 6 patients or 12.5 per cent were alive 
with recurrent disease. Of those limited cases in which 
bilateral internal mammary node dissection was per- 
formed, no instance was found in which the contra- 
lateral nodal chain was involved by metastatic carci- 
noma. It seems that removal of homolateral nodes 
from the upper three interspaces only is not adequate 
proof that all parasternal lymph nodes on the same 
side as the breast carcinoma are uninvolved. 

—Enmile L. Meine, Jr., M.D. 


Selection of Breast Cancer Patients for Adrenalectomy 
or Hypophysectomy. R. D. Butsroox, F. C., GREEN- 
woop, and J. L. Hayvwarp. Lancet, Lond., 1960, 1: 
1154. 


IN RECENT YEARS ablative operations on the endocrine 
glands have been carried out in patients with far 
advanced mammary carcinoma with benefit in about 
one-half of the patients operated upon. Until now, no 
method of prediction of benefit has proved satisfac- 
tory. The present report deals with an extensive ex- 
perience in attempting to predict benefits of such 
operations. 

The patients were 65 persons carefully studied be- 
fore and after their gland removal operations. Six of 
the patients were not used in the final analysis of 
results. In 2 of these the occurrence of diabetes insip- 
idus made it impossible to carry out the hormonal 
assays. The clinical assessment of these patients placed 
24 per cent in the group with remission, 30 per cent 
in the indeterminate group, and 46 per cent in the 
group of failures. 

The results of the hormonal studies in this report 
show that the response of metastatic breast cancer to 
adrenalectomy or to hypophysectomy can be pre- 
dicted to a great extent. The urinary levels of 17- 
hydroxycorticosteroids and etiocholanolone are the 
two indexes which are of most value. 

If the patients in this study had actually been 
selected on the basis of their discriminants, 13 of 25 
submitted to hypophysectomy would not have been 
treated in this way and 85 per cent of those rejected 
would have failed to respond to the operation. Of the 
12 patients who would have been selected for hy- 
pophysectomy, 7 would have obtained remission and 
5 would have had a marginal response. In this study 
the criteria for remission were quite strict. 

The methods of prediction do not apply as well to 
the group of patients having adrenalectomy. Of the 
13 patients who would have been selected, 6 would 
have obtained remission and an equal number would 
have been failures. — John 7. Bergan, M.D. 


Therapeutic Castration for Advanced Mammary 
Cancer. GeorceE E. BLocx, IsApore Lampe, A. Bur- 
GEss VIAL, and FREDERICK A. CoLLER. Surgery, 1960, 
47: 877. 


AT THE UNIVERSITY OF MicHIGAN MeEpIcaL CENTER 
63 female patients with advanced mammary cancer 
were treated by castration effected by surgical meth- 
ods or by irradiation. It was possible to follow up 60 
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of these patients in an attempt to determine the re- 
sponse to castration therapy alone. In all patients 
the tumors were so advanced that resection, local 
irradiation, or irradiation of a single metastatic focus 
was impractical. Castration was performed by opera- 
tion in 46 patients and irradiation in 14. The response 
to castration was judged clinically by the effect on a 
variety of metastases to skin, subcutaneous tissue, 
lymph nodes, bone, and lung. The patients were di- 
vided into a premenopausal group and a postmeno- 
pausal group. 

It was found that castration caused remission in 
approximately 35 per cent of the patients. These in- 
cluded 40 per cent of the premenopausal patients and 
22 per cent of selected postmenopausal patients. 
Where successful, the remissions were obtained for an 
average of at least 10 months and in individual cases 
for several years. The authors believe that post- 
menopausal patients showing significant estrogen 
excretion or having strongly positive Mack stains are 
candidates for castration. 

In this series all patients who benefited from cas- 
tration showed a high precastration estrogen excre- 
tion that decreased to insignificant levels after 
castration. — Wayne F. Cameron, M.D. 


Prophylactic Bilateral Adrenalectomy and Oophorec- 
tomy for Advanced Cancer of the Breast. Lester R. 
DRAGSTEDT, ELEANOR M. Humpureys, and Lester R. 
Dracstept II. Surgery, 1960, 47: 885. 


Because of the marked regression in the neoplastic 
tissue seen in many cases of carcinoma of the breast, 
it seems wise to take advantage of these effects at the 
earliest moment when irremovable metastases are 
demonstrated. The authors wonder if it is not justifi- 
able to carry out adrenalectomy and oophorectomy 
when distant metastases have not been demonstrated 


but are very probably present. The condition of 
patients with carcinoma of the breast and widespread 
metastases who have secured palliation from removal 
of the ovaries and adrenal glands deteriorates quite 
rapidly when growth in the dormant metastases is 
resumed. It may be that the period of palliation in 
patients with metastatic carcinoma of the breast is 
determined by the appearance of mutant cancer cells 
that can grow in the absence of the hormones from 
the ovaries and adrenal glands. If such is true, the 
opportunity for the development of such mutants 
should be much greater when a large mass of carci- 
noma cells is actively dividing than when metastatic 
islands are of microscopic size. Therefore, removal of 
the ovaries and adrenals at the earliest possible 
moment should prolong the period of palliation and 
might prevent the appearance of mutant cancer cells, 

Acting on this concept, the authors performed a 
prophylactic bilateral adrenalectomy and oophorec- 
tomy in a young woman with cancer of the breast, 
Radical mastectomy in this patient revealed a highly 
invasive tumor with involvement of most of the 
axillary glands and permeation of cancer cells into 
the lymphatics, blood vessels, and subcutaneous tissue. 
Distant metastases were not demonstrated but were 
believed to be present. 

Recovery after the last operation was uneventful 
and the patient was discharged on a maintenance dose 
of 37.5 mm. of cortisone. During the next 6 years, she 
was examined from 4 to 6 times each year and no 
evidence of recurrence of carcinoma was detected. 
When last examined in September 1959, the patient 
was in good health and spirit, and roentgen ray exam- 
ination of the chest failed to reveal recurrence of 
carcinoma. The patient had remained well and had 
continued her usual activities for nearly 8 years. 

— Wayne F. Cameron, M.D. 
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CHEST WALL 


Roentgenographic Diagnosis of Blunt Chest Trauma 
(Zur Roentgendiagnostik stumpfer Thoraxtraumen). 
Tu. Dorper. Fortsch. Rontgenstrahl., 1960, 92: 524. 


BRONCHIAL RUPTURE from blunt chest trauma occurs 
mainly in children. Reflex closure of the glottis at the 
time of injury and a sharp, sudden increase of intra- 
bronchial pressure from external trauma can cause a 
tear in the bronchus; the elastic chest cage of the 
child may not be fractured. The child may have been 
hit by a car or have fallen from a height. 

Successful management of these cases hinges on 
accurate diagnosis of the actual internal injuries. 
Chest roentgenograms should be taken immediately 
on admission of the patient and repeated bedside 
portable films are necessary. Ruptured large bronchi 
may be identified by: (1) tension pneumothorax, (2) 
no pleural fluid, and (3) early mediastinal emphy- 
sema. Parenchymal injuries, being more peripheral, 
result in: (1) tension pneumothorax, (2) bloody 
pleural fluid, (3) probably fractured ribs and sub- 
cutaneous emphysema, and (4) mediastinal emphy- 
sema later, if at all. The peripheral type of injury is 
more often found in adults. 

Naturally there can be mixed pictures with mul- 
tiple injuries. The peripheral lung wounds are likely 
to clear with suction drainage alone but central 
bronchial ruptures require operative repair, and the 
sooner the better. Failure of improvement or worsen- 
ing of the pneumothorax and the mediastinal emphy- 
sema in spite of suction drainage are indications for 
early thoracotomy. The roentgenologist and surgeon 
can reach the proper conclusions by having a roent- 
genogram made on admission of all patients with 
blunt chest trauma, followed by frequent portable 
bedside films. — William B. Gallagher, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Function of the Lungs. Georce R. MENEELY. Indust. 
M. & Surg., 1960, 29: 290. 


ALMOST ALL of the present day methods of evaluating 
the function of the lungs are discussed by the author. 
These include the vital capacity, the timed vital ca- 
pacity and the maximum breathing capacity, the 
various types of blood gas analyses and pH determina- 
tions, along with bronchospirometry, catheterization 
of the right side of the heart, and some of the experi- 
mental procedures which are not in common use such 
as the total body plethysmography. These tests are 
evaluated from the standpoint of their meaning and 
importance and a few points of technique are men- 
tioned. 

_ From the standpoint of a screening program in an 
industrial medical practice, it is concluded that the 3 
second vital capacity, the mid-half expiratory flow 
rate, and the maximum breathing capacity are the 
only pulmonary function tests which may be per- 
formed routinely. For individuals in whom the results 


deviate from the normal values, a more extensive 
workup is indicated. 

Although the author makes no attempt to present 
new Clinical or experimental information or to change 
the present day concepts of the value of the various 
pulmonary function tests, this article is an excellently 
written and up-to-date review of this very important 
subject. —Frank 7. Milloy, M.D. 


Lung Compliance and Respiratory Resistance. LEN- 
NART EHRNER. Acta med. scand., 1960, 167, Suppl. 353. 


THIs EXCELLENT MONOGRAPH includes: (1) a review of 
the historical and current literature on the mechanics 
of breathing and methods of investigation; (2) 148 
case reports including sketches of the chest roentgeno- 
grams, replicas of the pressure volume loops obtained 
by the author’s method, the resistance and lung com- 
pliance figures, the results of conventional lung func- 
tion studies, and an evaluation of the physical working 
capacity of the patients; (3) discussion of the various 
statistical methods employed; and (4) correlation be- 
tween the compliance-respiratory resistance figures 
and the results of other tests of lung function in a vari- 
ety of pathologic conditions. 

The graphic recording system developed by the au- 
thor is well described. Emphasis is placed on the im- 
portance of the tidal volume loops. In about 81 per 
cent of all cases the simple method of determining the 
forced expiratory volume in 1 second yielded much 
the same information on the mechanics of breathing 
as did the more complicated esophageal pressure 
measurements. Functional residual capacity and 
residual volume increased with increasing compliance 
and increased resistance. Total lung capacity in- 
creased with increasing compliance. Low working 
capacity was associated with grave changes in the 
mechanics of breathing. The author suggests that the 
intolerable dyspnea which causes patients to break off 
exercise tests while maintaining a slow pulse rate 
may be due to great pressure variations within the 
thorax during increased ventilation. 

— James S. Conant, M.D. 


Experimental Studies on the Closed Chest Trauma. 
H. Taxesayasut, N. Oxapa, O. Orsuxa, M. Asui- 
MURA, and Others. Wakayama M. Rep., 1960, 5: 67. 


A NUMBER of ribs were experimentally fractured in 
dogs, both anteriorly and posteriorly on the right and 
left sides. Determinations were then made of the oxy- 
gen saturation and the pressures in various chambers 
of the heart and great vessels. The results indicated 
that the number of ribs fractured rather than the ana- 
tomic location of the fractures determined the degree 
of derangement of cardiopulmonary function. Changes 
in cardiopulmonary physiology were marked when 
more than seven ribs were fractured and usually not 
significant when fewer than five were fractured. 

In those animals with numerous rib fractures the 
tidal volume was markedly decreased but, because of 
the compensatory increase in respiratory rate, the rate 
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of oxygen consumption was maintained. Pulmonary 
artery pressures were slightly increased, and arterial 
and venous oxygen saturations were slightly decreased. 
Total pulmonary vascular resistance was noted to be 
increased by 25 per cent. 

Further studies were made on the changes in blood 
pressure brought about by pleural stimulation by 
means of application of an electric current. In the 
nonanesthetized state, the blood pressure dropped as 
much as 40 mm. Hg after electrical stimulation of the 
pleura. In the anesthetized animal or in animals in 
whom an autonomic blocking agent such as chlor- 
promazine had been administered, the fall in blood 
pressure was minimized. In the hypercapnic state, 
however, it was difficult to prevent the fall in blood 
pressure associated with pleural stimulation and the 
recovery time of the blood pressure was delayed. 

The authors conclude that fracture of more than 
seven ribs causes a marked derangement of normal 
cardiopulmonary physiology. In treating this condi- 
tion, an attempt should be made to increase tidal 
volume in order to reduce hypercapnia. It is further 
believed that the use of certain autonomic blocking 
agents may reduce the fall in blood pressure caused by 
pleural irritation. —Frank Ff. Milloy, M.D. 


Respiratory Failure. The Relation Between Oxygen 
Concentrations of Inspired Air and Arterial Blood. 
E. J. M. Campse.t. Lancet, Lond., 1960, 2: 10. 


PATIENTS with respiratory failure and suffering from 
acute chest infections may require supplemental oxy- 
gen therapy. Although this treatment may be life- 
saving, the incautious administration of oxygen can 
push the patient into acidemia. 

The results of physiologic studies of 4 patients suf- 
fering from chronic chest disease with a superimposed 
acute infection are presented. From these directly 
determined and derived data the relations between 
the arterial oxygen tension and saturation and the 
inspired oxygen concentration were calculated. 

These results demonstrate the sensitivity of the 
arterial oxygenation of patients in severe respiratory 
failure. Small degrees of oxygen enrichment of the 
inspired air are superior to high increases in the 
oxygen concentration. 

Many patients with chronic respiratory failure are 
stimulated to ventilate the pulmonary system by arte- 
rial hypoxemia. The administration of excessive oxy- 
gen reduces ventilation, and acute acidosis and carbon 
dioxide narcosis may follow. 

Intermittent oxygen therapy has been advocated 
by many investigators; however, it has the disadvan- 
tage of episodes of extreme anoxia. A high carbon 
dioxide pressure in the blood coming to the lungs, 
after the cessation of oxygen therapy, dilutes the 
alveolar air and reduces alveolar oxygen tension and 
thus causes the arterial hypoxemia temporarily to 
be more severe than if oxygen had never been given. 

From these data it can be concluded that oxygen 
should be given continuously when it is needed, the 
concentration should be controlled so that it does not 
rise excessively and thus permit serious respiratory 
depression, and the rebreathing of expired air must 
be reduced as far as possible to prevent carbon dioxide 
accumulation. — John H. Davis, M.D. 


The Prognostic Value of Catheterization of the Right 
Side of the Heart Preceding Pneumonectomy in 
the Presence of Respiratory Insufficiency (Valeur 
pronostique du cathétérisme cardiaque droit avant 
pneumonectomie chez les insuffisants respiratoires), 
BriGITTE RANSON BITKER, FRANCOIS BoucHARD, and 
PIERRE BECHTEL. Presse méd., 1960, 68: 907. 


AmoNnG 22 PATIENTS with severe respiratory insuffi- 
ciency who were to undergo pulmonary resection a 
number of tests were carried out. Preoperatively, these 
included (1) standard ventilatory tests, (2) measure- 
ment of the pulmonary arterial pressure at rest and 
after exercise, and (3) repeat measurements of pul- 
monary arterial pressures after occlusion of the artery 
leading to the lung to be removed. Postoperatively, 
pulmonary arterial pressures were measured in 2. 

When the mean pulmonary arterial pressure 
(MPAP) remained below 20 mm. Hg at rest and be- 
low 25 mm. Hg after exercise, the functional result 
after pneumonectomy was excellent in 4 cases. Those 
patients with MPAP below 20 mm. Hg at rest and 
rising above 25 mm. after exercise often did poorly 
after resection, while those with MPAP above 20 mm. 
Hg at rest tolerated pneumonectomy without aggra- 
vation of existing respiratory insufficiency. 

When MPAP rose above 25 mm. Hg after occlusion 
of the pulmonary artery to the diseased lung, resection 
was contraindicated. If the lung had lost all func- 
tional value, the MPAP with pulmonary artery oc- 
clusion either remained level or fell, and in this in- 
stance pneumonectomy seemed indicated even in the 
presence of a high resting pressure. The conclusion is 
that cardiac catheterization warrants a greater place 
in pulmonary function studies. 

—John H. Wulsin, M.D. 


Primary Interstitial Pulmonary Fibrosis, Diffuse and 
Circumscribed Forms. Corrapo M. Bac io, Rosert 
D. MicHeL, and WarrREN C. Hunter. 7. Thorac. 
Cardiovasc. Surg., 1960, 39: 695. 


ELEVEN CASES of the type of primary interstitial pul- 
monary fibrosis first described by Hamman and Rich 
are presented. Eight of these cases were of the diffuse 
form and 3 of the circumscribed form. 

The histologic appearance of the lungs in this con- 
dition is variable, but it is primarily characterized by 
intra-alveolar and interstitial exudate and cellular in- 
filtrate. These changes progress through various 
stages to a final picture of fibrosis, which is accom- 
panied by a striking proliferation of the septal 
capillaries. 

The outstanding change in pulmonary function 
noted in this series as well as in previously reported 
series is a decrease in the vital capacity to one-half or 
one-third of normal. The rate of air flow during forced 
expiration in this series was normal, however, indi- 
cating that no element of obstructive emphysema was 
present. , 

The patients presented in this series showed peri- 
pheral oxygen desaturation, which was corrected af- 
ter the administration of 100 per cent oxygen for 10 
minutes. This indicated an impairment of alveolar 
capillary diffusion rather than the existence of a 
venous to arterial shunt as the cause for the arterial 
desaturation. 
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As pulmonary fibrosis advances there is impairment 
in the pulmonary circulation with a gradual rise of 
pulmonary artery and right ventricular pressure. Of 
the cases of the diffuse form found in the literature, 
more than 60 per cent of the patients had some degree 
of cor pulmonale. 

Clinically, the condition is a chronic process char- 
acterized by a variable pattern of dyspnea, cough, 
chest pain, cyanosis, and clubbing of the fingers. ‘The 
clinical course is one of progressive deterioration of 
the pulmonary reserve, with terminal pulmonary in- 
sufficiency accompanied by right-sided heart failure. 
The condition is seen most frequently in young adults 
and there is no sex or racial preponderance. The cause 
is unknown; however, the condition was familial in 10 
of the 88 previously reported cases. 

Premortem diagnosis of the disease must be con- 
firmed by lung biopsy. The variable pathologic pic- 
ture makes the diagnosis difficult even with this in- 
formation and the condition is frequently confused 
with that of pulmonary adenomatosis. This error was 
originally made in 2 of the 11 cases reported in this 
series. In these 11 cases, the disease was sufficiently 
localized in 2 instances to make segmental resection 
possible. 

Although the usual clinical course in this condition 
is characterized by increasing pulmonary insufficien- 
cy and death, in several of the cases previously report- 
ed in the literature there were beneficial results from 
steroid therapy. In several reported cases there has 
been an exacerbation of symptoms and death after 
the reduction or withdrawal of steroid therapy so that 
once this course of treatment is begun, it must be con- 
tinued indefinitely. —Frank 7. Milloy, M.D. 


Surgical Management of Focalized Pulmonary 
Histoplasmosis, JAMES H. ForszEE and MartTIN 
PFOTENHAUER. 7. Am. M. Ass., 1960, 173: 878. 


THORACOTOMY was performed on 57 patients with 
focalized pulmonary histoplasmosis which produced 
roentgenographic densities indistinguishable from 
those caused by malignant lesions. The patients’ ages 
varied from 18 to 62 years. Six were women. In most 
instances, the densities were discovered by means of 
routine chest roentgenograms and were causing no 
symptoms. The diagnosis was always made by 
identifying Histoplasma capsulatum in the surgical 
specimen. This organism is the etiologic factor in a 
high percentage of asymptomatic pulmonary densities. 

Of 52 patients in the series who were skin-tested 
with histoplasmin, all but 1 gave a positive reaction. 
No other tests were considered reliable in diagnosing 
the lesion without surgical intervention. At operation, 
gross diagnosis was not reliable. The presence of mul- 
tiple lesions favors a diagnosis of histoplasmoma. 
Wedge or segmental resections are the procedures of 
choice. 

_Early resection of pulmonary histoplasmoma is in- 
dicated to clarify the diagnosis and to prevent further 
growth of the lesion. Only 2 patients in this series 
had reactivation of the disease after operation. 

Each patient must be thoroughly oriented before 
operation. The need for establishing the diagnosis 
should be clarified and the possibility of postthora- 
cotomy symptoms explained, even if a nonmalignant 
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lesion is resected. Only 2 patients in this series had 
significant postoperative complications. 
—Stanley W. Tuell, M.D. 


Value of Tomography in Management of Pulmonary 
Tuberculosis. V. V. S. Pratrapa Rao. Ind. 7. Radiol., 
1960, 14: 6. 


In 930 TUBERCULOUS PATIENTS whose conventional 
chest roentgenograms failed to clarify the presence of 
cavitation or inadequately visualized the course of 
the disease, 1,276 tomographic examinations were 
carried out. In 141 patients (16 per cent) cavities 
were visualized which were not seen on the plain 
film. In 72 patients (7 per cent) cavitation was veri- 
fied after only being suspected on plain films. 

Fibrosis with bronchopulmonary distortion, bron- 
chiectasis, pleural thickening, and calcification were 
all better visualized and appreciated by tomography 
than on plain films. Areas which resembled cavities 
proved by tomogram to be areas of softening due to 
caseous pus in 64 patients. 

There were 122 patients in whom the diagnosis 
was questionable until clarified by tomography. In 
29 of these, the questionable roentgenographic find- 
ings were proved to be due to nontuberculous disease. 
In the others, the extent and character of the tubercu- 
lous lesion were identified. 

Comprehensive management of the tubercular 
patient is also enhanced by tomography since re- 
gression of cavities, calcium deposition, and shrink- 
age of solid opacities were all more accurately fol- 
lowed by serial tomographic studies than by plain 
films. 

A most important feature of the technique of 
tomography is the accurate determination of the 
depth of the plane or section that is being studied. 
A single lesion that is well visualized at 5.5 cm. may 
not be seen in a plane taken at 6 cm. The importance 
of serial sections at intervals of as little as 0.25 cm. 
is particularly stressed in following lesions under 
treatment, for fibrosis in such lesions during regres- 
sion may cause them to migrate out of the initial 
plane in which they were visualized. A chart is pre- 
sented to indicate approximate tomographic localiza- 
tion of the bronchopulmonary segments. 

—Stanley W. Tuell, M.D. 


Surgical Resection in Pulmonary Tuberculosis Due 
to Atypical Mycobacterium Tuberculosis. Ray- 
MOND F. Corpe and Josepu Liana. 7. Thorac. Cardio- 
vasc. Surg., 1960, 40: 93. 


THE AUTHORS report their experience with the treat- 
ment of patients with atypical pulmonary tuberculo- 
sis managed ky conventional antituberculous drugs 
and surgical resection. In general, these patients had 
not become negative after 6 months of chemotherapy. 
The surgical series comprises 25 patients, 24 of whom 
received various combinations of antituberculous 
drugs. Surgical procedures ranged from subsegment- 
ectomy to pneumonectomy. There were 3 deaths in 
the immediate postoperative period and an additional 
5 serious complications, including 3 bronchopleural 
fistulas. 

Pathologically, the lesions of atypical tuberculosis 
were found to be indistinguishable from those of 
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ordinary tuberculosis. Four of the patients operated 
upon had negative sputa at the time of operation; 
14, 66 per cent, were converted immediately after 
operation; and 4, 16 per cent, were converted later. 
The authors advise resection of less than a lobe when 
limitation of the disease indicates this approach. 
—Carl H. Calman, M.D. 


The Development of Bronchogenic Carcinoma in 
Patients with Pulmonary Tuberculosis. RocEr E. 
CampBELL and Feuix A. Hucues, Jr. 7. Thorac. 
Cardiovasc. Surg., 1960, 40: 98. 


THERE HAS BEEN considerable discussion concerning 
the simultaneous occurrence of pulmonary tubercu- 
losis and bronchogenic carcinoma. The authors have 
reviewed 11,000 cases of pulmonary tuberculosis, and 
650 cases of bronchogenic carcinoma seen at the 
Veterans Administration Hospital in Memphis (Ken- 
nedy), Tennessee over an approximately 10 year 
period. During this period 24 patients with both 
diseases were seen. 

Among these 24 patients, pre-existing tuberculosis 
was unquestionably present in 10, and active pulmo- 
nary tuberculosis existed in the other 14 at the time 
carcinoma was discovered. Occurrence was in the 
same lung in 19 patients, and in 16 cases, or 66 per 
cent, in the same lobe. The incidence of cancer in 
tuberculous patients found in this review is about 
0.2 per cent, about 20 times greater than that ex- 
pected in an unselected population. 

The diagnosis of carcinoma in tuberculous patients 
presents many difficulties, as the infection usually 
dominates the clinical picture. 

Of 24 patients, 6 had resection of the neoplasm. 
Only 3 patients survived more than 10 months. Two 
of these died approximately 15 months after resection. 
The remaining patient had a right upper lobectomy 
for alveolar cell carcinoma, and was still alive after 
4 years. —Carl H. Calman, M.D. 


Delayed Reconstruction of Bronchial Ruptures 
(Beitrag zur spaeten Rekonstruktion der Bronchusrup- 
tur). E. Hoxtper. Langenbecks Arch. klin. Chir., 1960, 
293: 635. 


DEsPITE THE INCREASE in accidents and combined 
trauma, the incidence of bronchial tear is small. There 
are 60 known cases. The great majority are found at 
autopsy. The number that cost the loss of a lung is 
also small. Cases have been reported in which the 
time of restoration of pulmonary function has varied 
from immediately to 1.25 years. Pathognomonic signs 
of a bronchial tear do not exist, because the shock 
following mostly blunt trauma creates compression 
symptoms of the mediastinum. If the situation per- 
mits, bronchoscopy should be performed because it 
immediately establishes the diagnosis. ‘Thoracotomy 
with end to end repair is the treatment of choice; at 
the same time lacerated vessels should be repaired. 
Late complications after such a repair are many, 
especially if the interval between injury and repair 
is prolonged. A case is presented in which the mode 
of rupture was classic—deformation of the thoracic 
cage, shortening the anteroposterior diameter, and 
elongation of the transverse diameter. ‘Tension pneu- 
mothorax developed with a total pneumothorax on 


one side and mediastinal emphysema. The recon. 
struction of the bronchial tear is necessary to avoid 
atelectasis; simple drainage will not accomplish this, 
Technically a stenosis can be avoided by using an in- 
verting suture. The danger is greater near the junction 
of the middle lobe because of stenosis to the lower 
lobe. The suture should also be extramucosal. 
—Andrew P. Adams, M.D. 


A New Means for Closure of the Bronchial Stump (Sy 
di un nuovo mezzo di chiusura del moncone bron- 
chiale). G. Barres. Arch. ital. chir., 1960, 86: 140, 


Tuis NEW INSTRUMENT from the Soviet Union is used 
to apply tantalum clips to the residual stump of the 
bronchus after pneumonectomy. It consists of a stain- 
less steel bar, 25.5 cm. in length, to the distal end 
of which is fastened a sort of small viselike appliance 
with 2 branches for grasping the tissues to be sutured. 
The movable branch of the appliance is actuated by 
a screw coming through from the proximal end. At 
the proximal end of the bar is attached the hand 
operated grip which applies pressure on the guide 
at the distal end in which the clips are arranged; the 
clips thus all being applied simultaneously. 

When the instrument reached Italy, the author 
started experiments on dogs (9 animals) to test its 
efficacy. The animals were operated upon under 
ether anesthesia and with endobronchial intubation; 
then the lung was excised and the instrument applied 
to the entire hilus, not to the bronchus alone. The 
animals were observed while alive and then sacrificed 
(3 after 1 month, 3 after 2 months, and 3 after 4 
months) and histologic studies made. 

The roentgenograms, taken in vivo, revealed ab- 
solutely no hemorrhage or leakage of air from the 
bronchus which had been closed by the new instru- 
ment. On the other hand, the subsequent histologic 
study showed that there was very little cicatricial 
response on the part of the bronchial tissues; this 
finding was rather to be expected, since it is already 
known that the sclerotic immuring of the stump comes 
from the peribronchial tissues, rather than from the 
bronchus itself. More objectional, however, was the 
fact that the suture line was rather weak in resistance 
to intrabronchial air pressures. 

Another objection lies in the fact that one could 
not include the entire pulmonary hilus in the human 
without a bothersome dissection of the hilus. 

Nevertheless, the author believes that such objec- 
tions can be eliminated in the future, and he expects 
to report on these aspects in future communications. 

— John W. Brennan, M.D. 


Radical Surgical Treatment of Bronchiectatic Dis- 
ease (Considerazioni sul trattamento chirurgico radi- 
cale della malattia bronchiectasica). A. GASPARETTO 
and G. Corrapt. Acta chir. ital., 1960, 16: 1. 


ON THE suGGESTION of Professor Ceccarelli the authors 
have evaluated the patients with bronchiectasis ob- 
served at the General Surgical Clinic of the Univer- 
sity of Padua, Padua, Italy from 1945 to 1959. 

During this period 135 patients were seen; 82 were 
subjected to operation, 53 were not. Ten of these 
patients died while in the hospital; 8 of these 10 had 
been operated upon and 2 had not. 
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All but 18 of the remaining patients were followed 
up from less than 1 to more than 10 years after dis- 
missal from the authors’ service. Forty-six patients 
were followed up by means of letters or other sources 
of information. Sixty-one returned to the outpatient 
department of the clinic and were re-examined. 

Of the surgically treated patients who were fol- 
lowed up, 60 or 84.50 per cent had obtained a favor- 
able result from the radical surgery. Of the nonoper- 
ated upon patients only 11 or 30.55 per cent had 
received any benefit from nonsurgical therapy. None 
of these nonoperated upon patients had, of course, 
been completely cured. 

In conclusion the authors stress that the processes 
at work in bronchiectatic disease are irreversible and 
therefore, radical surgery should be considered. They 
believe that the surgery itself is relatively innocuous 
and that it will become more so in the future. In 
fact, of the 8 surgically treated patients who died, 5 
belonged to the period from 1945 to 1951. During 
the succeeding 8 years comprised in this report (70 
interventions) there have been only 3 deaths, 4.28 per 
cent, during the operative and immediate postopera- 
tive periods; these 3 patients were already in grave 
physical condition upon entering the clinic, and were 
only assigned to operation by Professor Ceccarelli on 
the solicitations of his staff. 

— John W. Brennan, M.D. 


Bronchiectasis—I, Clinical Features and Surgical 
Treatment. O. PERAsALO, T. M. ScHEININ, and P. 
PAaNnTzAR. Ann. chir. gyn. fenn., 1960, 49: 31. 


THE AUTHORS REVIEW in great detail a series of 416 
patients with bronchiectasis treated in the Clinic for 
Thoracic Surgery at the University of Helsinki, Fin- 
land from 1939 to 1958. Conservative therapy was 
used in 201 cases, and the remaining 215 patients 
underwent pulmonary resection. The cases were al- 
most equally divided as to sex. The ages varied be- 
tween 7 and 75 years with only 30 per cent of the 
patients being more than 40 years of age. The pa- 
tients operated upon were considerably younger than 
those treated by conservative measures. 

The cases were analyzed with respect to cause, but 
it is clear that this is often poorly understood. Various 
infectious diseases including pneumonia, pertussis, 
and pleurisy predominate, but more than one-quarter 
of the cases are classified as idiopathic. 

Great stress is placed on the preoperative treat- 
ment, and particularly on the correlation between 
improvement in preoperative treatment and reduction 
in mortality and morbidity during the 20 year period. 

In the patients not selected for operation, the 
changes were either too extensive or too slight in 
about one-half of the group. Other contraindications 
included cardiopulmonary insufficiencies, severe asth- 
ma, and pulmonary emphysema. 

The disease was bilateral in about one-third of the 
cases. This fact did not in itself affect selection for 
treatment, but in only a small number was bilateral 
resection performed. In the patients treated by opera- 


-tion left-sided resections were much more frequent 


than those on the right. 
There was an over-all mortality of 10.2 per cent in 
the patients subjected to operation and a complication 
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rate of 56.2 per cent. There has been a very striking 
decrease in both rates during the 20 year period. As 
an example of this, the incidence of bronchial fistula 
and empyema dropped from 75 per cent in the first 
5 year period to 16 per cent in the last 5 year period. 
In addition, in the last 5 years, the hospital mortality 
has dropped below 2 per cent. 
—E. Thomas Boles, Fr., M.D. 


Bronchiectasis—II, The Surgical Treatment of Bi- 
lateral Disease. O. PERASALO, T. M. Scuetnin, and 
P. PANTZAR. Ann. chir. gyn. fenn., 1960, 49: 139. 


A seErtEs of 117 patients with bilateral bronchiectasis 
treated at the Clinic for Thoracic Surgery, University 
of Helsinki in Finland during the period 1947 to 1958 
is reported. This constitutes about one-third of the 
previously reported 416 cases of bronchiectasis. 

It was found that patients with bilateral bronchi- 
ectasis were definitely younger when admitted for 
operation. The disease could be more advanced in 
one lung or equally severe in both lungs. Symmetric 
changes were diagnosed in 74 per cent and asym- 
metric changes in 26 per cent of the patients. 

Surgical intervention was considered to be contra- 
indicated in 59 patients and they were treated con- 
servatively. Fifty-eight patients, 49.6 per cent, were 
operated upon. The lower lobes, the left in particular, 
were the sites of predilection for resection. Unilateral 
resection on the left lung was performed in 83 per cent 
and on the right lung in 17 per cent. Of the patients 
with symmetric disease, 26 per cent were submitted 
to bilateral resection. Left-sided resection was usually 
performed first when bilateral resection was indicated. 

Retention of sputum with resulting atelectasis and 
pneumonia were the most common complications, 
accounting for 48 per cent of the complications after 
unilateral resections. Severe complications including 
bronchial fistulas and pleural empyemas occurred in 
21 per cent of the cases. 

The authors believe that when bilateral resection 
is indicated, the left lung should be operated upon 
first because of the anatomy of the bronchial tree, the 
right bronchus having a less acute angle than the left 
and thus allowing for better drainage postoperatively. 

In symmetric disease, the mortality was 9 per cent 
after unilateral resection and 18 per cent after bilateral 
resection. —David E. Hallstrand, M.D. 


Bronchiectasis—III, Bronchiectasis Due to Foreign 
Bodies. O. PrerAsato, T. M. Scuemnin, and P. 
PANTzAR. Ann. chir. gyn. fenn., 1960, 49: 150. 


IN THE PERIOD 1939 to 1958, inclusive, a total of 416 
patients were treated at the Clinic for Thoracic Sur- 
gery, University of Helsinki in Finland for bronchi- 
ectasis. Operation was performed upon 215 of this 
number and in 7, or 3.3 per cent, of these cases the 
bronchiectasis was due to aspiration of foreign bodies 
as indicated by the past history or the findings at 
operation. An additional patient had bronchiectasis 
due to an exploded bullet. All 8 of these cases are re- 
ported in detail in the article. 

On an average, the aspiration occurred at the age 
of 1.5 years. Usually a very long time elapsed, averag- 
ing 21 years, before the diseased portion of the lung 
was removed. Frequent respiratory tract infections 
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were typical. There were no distinctive roentgenologic 
changes typical of foreign body and in none of the 
cases could the foreign body be seen through the 
bronchoscope. In all cases except 1, the foreign bodies 
were of vegetable material. 

These patients had almost twice as long a history 
of symptoms as other patients with bronchiectasis. 
Many cases were associated with hemoptysis. The 
basal areas of the right lung are the sites of predilec- 
tion for foreign bodies because of the anatomic fea- 
tures of the right main bronchus. The majority of the 
cases of aspirated foreign bodies are due to vegetable 
matter which may during the course of years disinte- 
grate or be coughed up. However, if the foreign body 
has obstructed a bronchus for a long time, irreversible 
changes develop which necessitate resection of the 
diseased lung sooner or later. 

Surgical resection of these patients gave excellent 
results with rare complications. After 5 years, the 
patients were all symptom free and capable of work- 
ing. The results are definitely better than those ob- 
tained in other forms of bronchiectasis. 

—David E. Hallstrand, M.D. 


Bronchiectasis; Results of Pulmonary Resection. 
Tuomas H. Hewett and H. Haske. ZIPERMAN. 7. 
Thorac. Cardiovasc. Surg., 1960, 40: 71. 


THE AUTHORS review the experience at Brooke Army 
Hospital, Fort Sam Houston, Texas with 115 con- 
secutive cases of proved bronchiectasis. The disease 
was unilateral in 95 and bilateral in 20 patients. A 
significantly positive history of onset after pulmonary 
infection was obtained from 82.6 per cent of the pa- 
tients. The childhood origin of the disease was em- 
phasized in the history, but in only 33 per cent could 
the disease be definitely traced to childhood, whereas 
41.7 per cent of patients could trace the onset of their 
bronchiectasis to a major respiratory infection in 
adulthood. In several cases bronchograms were ob- 
tained early during the convalescence from viral 
pneumonitis. 

Unilateral disease is almost equally distributed be- 
tween the two lungs. Usually the lower lobes are in- 
volved. All but 8 of the patients had surgical resection 
of the involved lobes as the preferred treatment. In 
all operations the technique of hilar dissection with 
individual ligation of vessels and closure of the bron- 
chial stump with nonabsorbable suture was employed. 

The complication rate in this series was 19.8 per 
cent, with 8 cases of bronchopleural fistula, and 4 
cases of fistula and empyema. The stump of the lingu- 
lar bronchus accounted for 75 per cent of the fistulas. 
This complication can probably be minimized by 
paying more careful attention to bronchial stump 
closure. In this respect the authors recommend a 
minimum of devascularizing dissection or skeletoni- 
zation of the bronchial stump. 

A total of 77 patients were available for follow-up 
of results. There were 2 late deaths not attributable 
to bronchiectasis. Patients free of symptoms and with- 
out any limitation of activity are considered cured, 
and comprise 36.4 per cent of those followed up. 
Patients were considered improved if they continued 
to have cough but could carry out normal activities. 
Minor hemoptysis was experienced by some of these 


patients, and 3 of the 4 patients with bilateral resec. 
tion reported mild dyspnea on exertion. Thus a total 
of 94.8 per cent of patients were benefited by re. 
section. —Carl H. Calman, M.D. 


The Production of Bronchial Carcinomas in Mice, 
Ouive Gates and SHIELDS WARREN. Am. 7. Path., 
1960, 36: 653. 


THE HIGH INCIDENCE of bronchial cancer in the 
Joachimsthal miners has long been recognized. This 
condition apparently arises from the fact that the air 
which the miners breathe is heavily laden with radon. 

The growth of the atomic energy industry and the 
possibility of particulate radioactive fallout in the air 
make it desirable to understand more fully the role of 
radiation in the production of lung tumors. Although 
bronchial epidermoid carcinomas have rarely been 
induced in mice by internal radiation, the authors 
have induced bronchial carcinomas in these animals 
by implantation of radioactive cobalt, an emitter of 
penetrating gamma rays. 

By means of a trocar, small bits of Co or Sr® were 
placed in the right lung or pleural cavity. The Sr® 
beads did not produce lung cancer. 

Carcinoma of the lung or bronchus developed in 20 
of 190 Co® treated mice that lived 97 days or more. 
The neoplasms thus brought about were epider- 
moid carcinomas, and although alveolar and endo- 
thelial cells deviated markedly from the normal, 
there was no evidence of neoplasms arising from these 
cells. Many cancers were clearly multicentric and 
most of them appeared to arise from small branches 
of the bronchial tree. None of the neoplasms metasta- 
sized. Since the incidence of spontaneous tumors 
noted in this train of mice (Rockland all purpose) is 
low, the tumors found in this experiment were con- 
sidered to be radiation induced. 

Although lung cancers have been produced in mice 
by other sources of alpha, beta, and gamma emitting 
radiation, Co has not previously been used for this 
purpose. 

The conclusions drawn from this experiment would 
indicate that continuous gamma radiation in heavy 
doses such as supplied by Co will cause bronchial 
carcinoma of the lungs in mice. 

—Frank F. Milloy, M.D. 


The Cytologic Diagnosis of Bronchial Carcinoma (La 
diagnosi citologica in 100 casi di carcinoma bron- 
chiale). G. BALBo and L. FERRARA. Chir. torac., 1960, 
133 35. 


THE AUTHORS REPORT upon their findings in the 
cytologic diagnosis of bronchial carcinoma at the 
University of Turin, Italy. 

In 100 cases of proved bronchial carcinoma the 
cytologic studies revealed atypical cells in 71 per cent, 
which pointed to the existence of a bronchial tumor. 
In 27 cases only expectorated material was obtained 
and in this group 13 or 48.1 per cent showed positive 
findings. Bronchial washings were studied in 73 cases 
and positive findings were present in 58 or 79.3 per 
cent. 

The authors believe that bronchial washings are 
very much better for cytologic diagnosis as they show 
bronchial cellular elements with a minimum of cells 





from the oral and upper airway passages. All patients 
suspected of having a bronchial neoplasm are studied 
by bronchoscopy if possible. On the other hand, 
expectorations are of great importance when bron- 
choscopy is refused or is technically impossible. 

False positive readings were obtained in this clinic 
in 4 patients who were subsequently found to have 
non-neoplastic lesions. Atypical cells were also found 
in bronchiectasis, 1 case; pneumonitis, 2 cases; and 
tuberculous bronchitis, 2 cases. 

In 22 patients the cytologic diagnosis was the only 
positive finding, bronchoscopy and biopsy studies 
being negative. 

The authors believe that these findings can be im- 
proved by a more accurate method of obtaining the 
bronchial washings and by improvement in the fix- 
ation and coloring of the cells. The accuracy of the 
readings also improves with increased experience. 

Cytologic studies are considered a valuable aid, 
with other studies, for the rapid and more certain 
diagnosis of bronchial carcinoma. 

—Lucian 7. Fronduti, M.D. 


Myasthenia and Malignant Intrathoracic Tumor. 
E. Douctas Rooke, Lee M. Eaton, Epwarp H. 
LAMBERT, and Corrin H. Hopcson. Med. Clin. N. 
America, 1960, 44: 977. 


NINETEEN PATIENTS had symptoms and clinical find- 
ings that bore some resemblance to those of myas- 
thenia gravis. However, significant and consistent dif- 
ferences from typical myasthenia gravis led to the be- 
lief that these patients had a different disease. The 
clinical and electrophysiologic distinctions from myas- 
thenia gravis are described, and the characteristics of 
the syndrome, termed “‘ myasthenic syndrome some- 
times associated with small cell bronchogenic carci- 
noma,” are outlined. The development of a malignant 
pulmonary neoplasm, mainly small cell carcinoma, in 
14 of the 19 patients has been of particular interest. No 
explanation is yet available for this apparent relation- 
ship between a myasthenic syndrome and the pres- 
ence of a malignant intrathoracic tumor. 


HEART AND PERICARDIUM 


Experimental Observations on Cardiac Arrest In- 
duced by Anoxia or Potassium Citrate Injection. 
C. Tountas, S. Moutopoutos, M. FRANGOPOULOSs, 
“% D. Georctapou. Bull. Soc. Internat. chir., 1960, 11: 


Tuts srupy was designed to answer certain specific 
questions regarding myocardial metabolism, the rela- 
tive incidence of arrythmias, and the length of time 
necessary to induce arrest in canine hearts by means of 
the anoxic and the potassium citrate injection methods. 

Nineteen dogs were used. The Kay-Cross disc-oxy- 
genator and DeBakey pump were employed through- 
out. In 10 dogs anoxic arrest and potassium citrate 
arrest were induced in the same heart after an interval 
of 10 to 15 minutes. In 9 dogs, histologic studies were 
made. In 6 of these the heart was taken immediately 
after the arrest period and in 3 it was taken 10 minutes 
after the arrest period. 

The time of appearance of arrest after induced 
anoxia was different in each animal. Indeed, in 1 dog 
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arrest did not occur. In general, re-establishment of a 
regular rhythm was always difficult when anoxia had 
resulted in complete arrest. The arrest with potassium 
citrate was always followed by immediate recovery of 
the heart if the duration of the arrest was less than 15 
minutes. 

It appears that blood taken from the coronary sinus 
after anoxic arrest shows lower fH, oxygen saturation, 
alkali reserve, sugar, and potassium value than the 
peripheral blood. After potassium citrate arrest, there 
is a lowering of the blood pH, alkali reserve, and the 
blood sugar. Oxygen saturation was lower in the 
anoxic arrest group. —John J. Bergan, M.D. 


Supersonic Investigations in Heart Sounds and 
Mitral Stenosis (Ergebnisse der Ultraschall-Unter- 
suchungen bei Herzgasunden und Mitralstenosen). 
W. Scumitt and H. Braun. Med. Welt, 1960, p. 640. 


THE AUTHORS carried out clinical experiments with 
supersonic cardiographs for a long time. 

The technique is described. A report is made of 
the studies on 12 patients with mitrai stenosis. These 
patients were between 24 and 61 years of age. A 
diagnosis of mitral stenosis was made on the basis of 
auscultation, electrocardiography, phonocardiogra- 
phy, and roentgen findings. 

On the basis of experiments with the supersonic 
cardiograph, the authors established a relation be- 
tween the angle of the auricle and the mitral valve 
in patients with mitral stenosis. By these new methods 
of research they established indicaticns for operation 
for mitral stenosis but, at the same time, they de- 
veloped no radical methods. The supersonic investi- 
gations will prevent much pain and damage. 

— Miriam Miller, M.D. 


Coarctation of the Aorta Associated with Aneurysm 
(Les coarctations de l’aorte compliquées d’anévrysme ). 
CLAUDE D’ALLAINEs and Pau SANANES. 7. chir., Par., 
1960, 80: 67. 


THE AUTHORS encountered aneurysm complicating 
coarctation of the aorta six times in 256 patients with 
coarctations operated upon in the Broussais Hospital, 
Paris, France during the past 11 years. The variations 
encountered and the technical problems posed are the 
basis for this report. 

The mean age of the authors’ patients was 22 years 
with limits of 12 to 33 years. Grossly, the aneurysm 
was saccular or fusiform, 2 situated above and 4 below 
the coarctation. The internal aneurysmal wall often 
showed thrombi in varying stages of organization, and 
the neighboring aortic wall was always diseased, as 
evidenced by thinning, fibrosis, or calcifications. Ad- 
hesive mediastinitis is common. The histologic sections 
complement the gross appearances. Rupture, dis- 
section, and, rarely, infection may be complications. 
The pathogenesis is congenital stenosis at the aortic 
isthmus, followed by development of aneurysm above 
or more commonly below. This thesis is supported by 
the experimental works of Gerbode, Holman, Bruno, 
and others. The preoperative diagnosis can often be 
made by contrast roentgenography. 

The treatment, as in coarctation itself, is surgical. 
The technical difficulties are aggravated by the co- 
existence of aneurysm due to (1) intense periaortitis, 
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often involving the esophagus and other contiguous 
structures, and (2) the intercostal collateral arterial 
circulation. These problems can be mastered by sec- 
tioning the aorta below the coarctation after it has 
been clamped near the coarctation, permitting re- 
duction of the size of the aneurysm and easier dis- 
section of the aneurysm and involved collaterals, es- 
pecially on the right. The final difficulty is the re- 
establishment of continuity of the aorta, for which a 
prosthesis 8 to 10 cm. long is not unusual. Operation 
under hypothermia is preferred by the authors. 

The 6 cases are excerpted and accompanied with 
beautiful ink drawings of the lesions as encountered 
and of the aorta after excision of the aneurysm and 
repair. There were no deaths. Diagnosis was made 
preoperatively in 3 of the 6 cases. Five aneurysms were 
saccular, one fusiform. A graft was necessary to es- 
tablish continuity in 5 of the 6 procedures. 

—Edwin j. Pulaski, M.D. 


A New Surgical Method for the Relief of Fallot’s 
Tetralogy. RENEE Fono and I. LirrMann. Acta chir. 
acad. sc. hungar., 1960, 1: 21. 


From THE UNiversiry MeEpicAL ScHoo. in Buda- 
pest, Hungary a different surgical approach for the 
relief of Fallot’s tetralogy is presented. The principle 
involved is the relief of the pulmonary infundibular 
stenosis without the use of extracorporeal circulation. 
This is accomplished by entering the infundibular 
chamber and removing a rectangular portion of the 
outflow tract of the right ventricle up to the pul- 
monary valve by means of a specially designed shear 
instrument. An autogenous skin graft which has 
previously been sewed in place is used to cover the 
defect created in the right ventricle. 

This operation was successfully performed on a 
12 year old boy with Fallot’s tetralogy. Three years 
after the operation he shows marked clinical improve- 
ment. The cyanosis and clubbing of the fingers have 
disappeared and there is a great increase in exercise 
tolerance. 

The authors believe their procedure is superior to 
Brock’s infundibular resection in that their operation 
eliminates the possibility of injuring the aortic valve 
and the conducting system. It is less complicated 
than the repair with extracorporeal circulation and 
is much better tolerated in those cases in which the 
dextraposition of the aorta and the pulmonary 
stenosis are of an extreme degree and the left ventricle 
is rudimentary. —George R. Holswade, M.D. 


Surgical Results in Patients with Cardiac Septal 
Defects. J. L. Enrennart, E. O. TuHeiLen, M. S. 
LAWRENCE, JUNE FisHER, and W. R. Witson. Arch. 
Surg., 1960, 81: 26. 

CaRDIAC SEPTAL DEFECTS vary with regard to anatomic 

location, other associated cardiac defects, and hemo- 

dynamic manifestations. In this variable group some 
fairly pure forms are found and also some common 
variations. This is a report of 231 atrial and ventric- 
ular septal defects treated surgically. The atrial defects 
are divided into anomalies of the ostium secundum 
and the ostium primum. The patients with inter- 
ventricular septal defects were divided into those with 
pulmonary artery pressure of more or less than 40 mm. 


Hg, those with associated defects without pulmonary 
stenosis, and those with pulmonary stenosis. 

Errors in diagnosis were not uncommon. Defects of 
the ostium primum may not be closed satisfactorily 
with the hypothermic technique, therefore preoper- 
ative diagnosis is important in making the choice of 
operating technique. Hypothermia is satisfactory for 
closure of most defects of the ostium secundum. A 
pump oxygenator was used when the open heart time 
was expected to be more than 7 minutes. The heart 
was arrested under appropriate circumstances by the 
use of potassium citrate or anoxia. Plastic patches of 
woven teflon were utilized to fill interventricular sep- 
tal defects when they were large. Resection of infun- 
dibular stenosis was carried out when indicated. 

A number of postoperative complications are listed; 
some were associated directly with the operation, 
others with the technical features of hypothermia or 
cardiopulmonary bypass. Residual shunts are some- 
times detected after closure of primum and interven- 
tricular defects. 

An over-all mortality of 10 per cent is reported. 
Pure defects of the ostium secundum have a good 
prognosis. There were no deaths in patients with inter- 
ventricular defects whose pulmonary artery pressure 
was less than 40 mm Hg systolic. 

— Richard L. Lawton, M.D. 


Operative Treatment of Constrictive Pericarditis 
(Klinik und Therapie des Panzerherzens). H. v. 
ELMENpDorRF, H. GREMMEL, and F. NieMAnn. Langen- 
becks Arch. klin. Chir., 1960, 293: 764. 


DurInG THE PAST 11 YEARS 115 patients with con- 
strictive pericarditis were opeated upon at the Sur- 
gical University Hospital of Dusseldorf, Germany. The 
transpleural approach was found advantageous. 

The cause for the ailment was tuberculosis in 36 
cases, rheumatic disease in 25 cases, and trauma in 2 
cases. 

In 52 cases the cause was not known. Twenty pa- 
tients died postoperatively and 3 showed no improve- 
ment. Ninety-two patients were released as healed or 
much improved. 

Of 83 patients who had been operated upon more 
than a year previously, 56 were re-evaluated. Nine 
had died, an over-all mortality of 25 per cent. In 21 
patients electrocardiographic changes were noted. In 
almost all the cases the venous pressure was found to 
be lower than it had been preoperatively. Edema, 
ascites, and liver enlargement had disappeared. 

A good bibliography concludes this report. 

—RHans F. Schweizer, M.D. 


ESOPHAGUS AND MEDIASTINUM 


Esophageal Diverticula, Erxx1 Lausreia. Ann. chir. 
gyn. fenn., 1960, 49: 51. 


THE AUTHOR presents an analysis of 26 patients with 
esophageal diverticula treated at the Clinic for Tho- 
racic Surgery at The University of Helsinki, Finland 
from 1949 to 1957. In this group there were 2 pharyn- 
goesophageal diverticula, 19 epibronchial diverticula, 
and 5 epiphrenic diverticula. The cases were equally 
divided between men and women. The average age 
was 48 years with a range between 27 and 65 years. 





Only 2 of the patients were without symptoms. The 
most common symptoms were a feeling of fullness and 
pain in the chest and difficulty in swallowing. Patients 
with minimal symptoms were found among the cases 
of epibronchial diverticulum, and in these patients the 
degree of pain seemed largely related to the size and 
depth of the pouch and to the amount of retained 
material. Epiphrenic diverticulum clearly caused 
more pain, especially substernal and epigastric in 
nature, as well as vomiting and the feeling of food 
sticking in the throat. 

Of the 26 patients, operation was performed in 
only 8. In 10, the diverticulum was so small and the 
symptoms so minimal that operation did not appear 
indicated. In 4, advanced age or cardiac complica- 
tions of the patient contraindicated operation, and in 
the remaining 4, operation was refused. Operation 
was performed in 4 of the 19 cases of the epibronchial 
type and in 4 of the 5 of epiphrenic diverticulum. 
The operation in all cases was performed through the 
thoracotomy route, the incision being on the right in 
half of the cases and on the left in the remainder. 
The diverticulum was excised in 5, in 2 it was invagi- 
nated, and in 1 case the esophagus was resected. In 
this latter case a myoma was present as well as a 
diverticulum and a malignant lesion was suspected. 
Follow-up examination 6 months to 7 years after 
operation showed 4 patients to be without symptoms 
and 3 to be greatly improved, although they still 
complained of slight pain in the chest. No recurrence 
of the diverticulum or stricture was demonstrated in 
these cases. In 1 patient the pain continued as pre- 
operatively. This was a case of epibronchial diverticu- 
lum in which the pouch had been invaginated, and 
roentgenographic examination showed recurrence of 
the diverticulum but with some reduction in size. 

—E. Thomas Boles, Fr., M.D. 


Esophageal Fistulas as a Complication of Extrapleural 
Pneumothorax (Les fistules oesophagiennes du pneu- 
mothorax extra-pleural). H. Le Bricanp. Ann. chir., 
Par., 1960, 14: 653. 


Tuis sruDy concerns a discussion of esophageal fistula 
developing as a complication of a therapeutic extra- 
pleural pneumothorax, but no attention is given to a 
similar pathologic entity associated with lobectomies 
or pneumonectomies. 

The fistulas develop mostly on the right side of the 
proximal esophagus. They may develop very soon 
after the establishment of an extrapleural pneumo- 
thorax and then the clinical course is of great severity; 
more commonly a period of several months elapses in 
association with a pre-existing empyema. The diag- 
nosis is established by esophagograms or upon recovery 
of an ingested dye from the chest; by esophagoscopy 
only a narrow fistulous tract may be visualized. 

Of 32 patients whose cases are reported in the liter- 
ature, 15 have died despite various therapeutic meas- 
ures. The pathogenetic element in the development 
of the type of esophageal fistulas under consideration 
appears to be periesophageal lymphadenitis. 

The therapeutic procedures applied in the past 
have included puncture of the empyemic cavity with 
lavage, drainage, thoracoplasty, and direct closure of 
the esophageal aperture. Drainage by itself was cura- 
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tive in only 1 of 10 cases; 7 patients died. Thoraco- 
plasty alone or in association with excision of the parie- 
tes cured only 1 of 6 patients. Because of these highly 
unsatisfactory results, the author proposes a more com- 
plex approach. The procedure consists of decortica- 
tion, thus removing the residual infectious foci. Pul- 
monary re-expansion is accomplished and the esopha- 
geal aperture is closed in layers. The final stage con- 
sists of a thoracoplasty and filling of the fistulous 
region with a pedicled flap of muscle. 

Preoperative intensive alimentation through a gas- 
trostomy opening and careful disinfection of the extra- 
pleural sac are imperative.—Karel B. Absolon, M.D. 


Alimentary Obstruction of the Esophagus (La ostru- 
zione esofagea da bolo alimentare). N. Boscarino and 
A. GtarDIELLO. Riforma med., 1960, 74: 380. 


SEVEN cases of esophageal obstruction by ingestion of 
meat are reported from the Ospedali Ascalesi of San 
Gennaro, Naples, Italy. Of the 7 patients observed 
during the last 2 years, 5 had a history of old organic 
lesions. Four had had esophagitis produced by in- 
gestion of caustic during the early years and 1 had had 
esophageal carcinoma. In all cases the esophageal 
obstruction occurred during the ingestion of meat 
and was followed by a constrictive retroesternal pain. 
The roentgenographic examination of these patients 
revealed the esophageal obstruction at the level of the 
bronchial bifurcation with a typical and irregular 
esophageal shadow at the location of the foreign body. 
Chronic esophagitis was seen in all patients. 

The esophagoscopic examination is considered by 
the authors as the only procedure for diagnostic pur- 
poses, extraction, and elimination of esophageal 
foreign bodies. All patients recovered. The authors 
concluded that this method is the best treatment for 
the obstructive esophageal syndrome. 

— Mariano Lépez-Belio, M.D. 


An Evaluation of the Modified Heller Operation in 
the Treatment of Achalasia of the Esophagus. 
Tuomas B. Fercuson and Tuomas H. Burrorp. Ann. 
Surg., 1960, 152: 1. 


THE AUTHORS describe their experience in the surgical 
treatment of achalasia of the esophagus at the Barnes 
Hospital in St. Louis, Missouri from 1948 to the 
present. For follow-up purposes, only those patients 
seen from 1948 through 1957 were considered; 44 
were available for study. Since 1948, medically re- 
fractory achalasia at this hospital has been treated 
by a modified Heller esophagomyotomy performed 
through a transthoracic approach. A critical review of 
these case histories forms the basis for this paper. 

Two considerations which are believed to be im- 
portant are avoidance of any trauma to the esophageal 
hiatus and proper placement of the myotomy incision. 
The latter is carried inferiorly only as far as the true 
junction of the esophagus and stomach. 

The authors suggest that the diaphragm should be 
opened, as a routine part of the procedure, by an in- 
cision placed well away from the esophageal hiatus. 
This is done principally to rule out coexisting hiatal 
hernia or unsuspected carcinoma of the stomach. 

There were no operative deaths and no major com- 
plications in the entire series of patients managed in 
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this fashion. In 36 patients, 81 per cent, a satisfactory 
result has been achieved. 

In 8 patients, 19 per cent, the result was not satis- 
factory because of inadequate relief of symptoms or 
reflex esophagitis. Inadequacy of the operation was 
apparent in each instance within a few months. 

The authors suggest that a more aggressive surgical 
attitude be adopted in the management of achalasia 
of the esophagus. In defense of this opinion, it can be 
said that once a satisfactory result has been achieved 
by operation, symptoms do not recur. Also, the possi- 
bility of overlooking cancer of the upper part of the 
stomach or lower esophagus must be considered. In- 
stead of adding a pyloroplasty to the esophagomyot- 
omy, the authors believe that prevention of esophagitis 
is best accomplished by preserving the normal eso- 
phageal -diaphragmatic-gastric relationships rather 
than by performing a pyloroplasty. Emphasis is also 
placed on the need for a careful search for a coexisting 
hiatal hernia at the time of operation. 

—Orville F. Grimes, M.D. 


Recognition and Treatment of Esophageal Perfora- 
tions. Donatp L. Pautson, Rosert R. SHaw, and 
Joun L. Kee. Ann. Surg., 1960, 152: 13. 


THE AUTHORS DESCRIBE the pathogenesis, diagnosis, 
and management of esophageal perforations which 
occur in both the cervical and thoracic portions of the 
esophagus. They note that the increasing use of endo- 
scopic procedures in the diagnosis and treatment of 
diseases of the esophagus in modern surgery accounts 
for a pronounced increase in incidence of esophageal 
perforations in recent years. 

It is mentioned that roentgenographic studies are 
imperative for an accurate diagnosis of esophageal 
perforation. Plain films of the neck or thorax are usu- 
ally sufficient. However, examination of the esophagus 
with radiopaque liquids is often of assistance in local- 
izing the perforation. 

Prompt surgical closure of the perforation, with lib- 
eral use of antimicrobial agents, has materially re- 
duced the morbidity and mortality and is superior to 
the more conservative measures of drainage or drug 
therapy alone. Although some patients may recover 
with the use of antimicrobial agents alone, prompt 
closure of the perforation, and drainage of the peri- 
esophageal space is lifesaving and serves to prevent 
long periods of chronic illness due to fistulas, stricture, 
and persistent abscesses. Drainage may be sufficient 
in some cases, particularly if the perforation is small, 
but nothing will be lost and much will be gained by 
an attempt at repair of the rent in the esophageal wall 
at the same time, in spite of secondary infection. 

Perforations of the thoracic esophagus require 
prompt closure, drainage of the pleural space, and 
antimicrobial therapy. 

Traumatic esophagoscopic examinations of an 
edematous, inflamed esophagus or unwise attempts to 
remove a foreign body endoscopically are to be 
avoided in favor of the safer approach of primary 
thoracotomy, esophagotomy, and removal of the of- 
fending foreign body before the perforation occurs. 
Similarly, injudicious or persistent attempts to dilate 
a stricture result in a much higher mortality and mor- 
bidity than the apparently more major but safer pro- 


cedures of thoracic resection or substitution proce. 
dures. — Orville F. Grimes, M.D. 


Surgical Treatment of a Perforation of the Esophagus 
(Perforation traumatique de l’oesophage, un cas traité 
chirurgicalement). H. Duron. Poumon, 1960, 16: 309, 


THE CASE is reported of a 61 year old male who ac- 
cidentally drank a glass of lye. Three weeks later, 
esophagostomy was performed and a stricture begin- 
ning a few centimeters distal to the proximal end of 
the esophagus was seen. The stricture was treated with 
dilatations over a period of 7 years and at the end of 
this time a No. 30 sound could be passed without dif- 
ficulty. About 4 years after the last dilatation dyspha- 
gia developed and the patient requested the dilatation 
again. Resistance was encountered when the esophago- 
scope was passed and after this, there was pain in the 
chest. Increasing pain, dysphagia, and dyspnea con- 
tinued. A roentgenogram of the chest revealed a 
hydropneumothorax on the right with an air fluid 
level. Examination by means of lipiodol swallow 
showed a tear in the esophagus and diffusion of the 
medium into the pleura. Right thoracotomy was per- 
formed through the eighth interspace. The opening 
was visualized to be about 25 by 15 mm. A sound was 
passed into the esophagus by the anesthetist and this 
aided visualization. Closure was made with catgut. 
The pleural cavity was emptied of about three-quar- 
ters of a liter of purulent fluid. Postoperative conva- 
lescence was uneventful with the exception of mild 
dysphagia and some pyothorax. A small fistula de- 
veloped during the postoperative period but this 
closed spontaneously and a good result was obtained. 
Twelve hours elapsed between the original perfor- 
ation and the operation and the authors believe that 
the risk would have been less and the result better had 
the operation been performed sooner. Lipiodol should 
have been given as soon as the perforation was sus- 
pected. —Frederick W. Preston, M.D. 


Surgical Treatment of Carcinoma of the Lower Third 
of the Esophagus (Risultati a distanza della terapia 
chirurgica nei carcinomi del terzo inferiore dell’eso- 
fago). F. Pisant, C. Mor, and M. Srorza. Atti Soc. 
lombard. sc. med., 1959, 14: 540. 


EIGHTY-SIX CASES of carcinoma of the esophagus were 
observed at the University of Milan Medical School, 
Milan, Italy from January 1950 to April 1959. 

An analysis of the results obtained with surgical 
treatment is presented. Of the original 86 patients, 58 
or 67.5 per cent were considered suitable for operation, 
while 28 or 32.5 per cent were inoperable. At the time 
of the operation the carcinoma proved to be nonre- 
sectable in 12 patients or 14.0 per cent and only 
suitable for palliative procedures in another 12, 14.0 
per cent. Radical surgery was possible in only 34 pa- 
tients or 39.5 per cent of the total. 

The radical operation consisted in the resection of 
the lower third of the esophagus and the proximal 
portion of the stomach with end-to-end anastomosis. 
A left thoracoabdominal approach was used in all 
cases. The following results were obtained: No im- 
mediate postoperative mortality has been observed. 
Three patients, 8.8 per cent, died within 3 months. 
The 3 year survival rate was 14.2 per cent. 





In conclusion the authors point out that surgical 
intervention is, at the present time, the only form of 
treatment the medical profession can offer to patients 
suffering from carcinoma of the esophagus. Radiation 
therapy may be associated with surgical treatment but 
should not be substituted for it. 

—Riccardo Benvenuto, M.D. 


Esophageal Intrapleural Reconstruction with the 
Small and the Large Intestine (Oesophage artificiel 
intra-pleural antérieur réalisé avec le gréle ot le 
colon). P. I. ANDRosov. Ann. chir., Par., 1960, 14: 493. 


THE AUTHOR reports on technical aspects of esopha- 
geal reconstruction in cases of benign and cancerous 
obstructions. 

The jejunum is brought anterior to the colon and 
the distal end is anastomosed to the stomach end to 
side. After dissection of the cervical esophagus, the 
graft is pulled into the thorax through an anterior 
diaphragmatic incision lateral to the xiphoid process. 
A guiding suture brought from the neck positions the 
graft since twisting must be avoided. The proximal 
jejunal stoma is attached to the cervical skin and a 
side to side esophagojejunostomy is performed on the 
fifth to sixth postoperative day. The disadvantages of 
using the jejunum included lack of mobilization due 
to shortness of the mesentery and unfortunate vascular 
arcade variations, as well as coiling of the ileal loops 
which causes food retention. Such difficulties were 
avoided by applying a segment of the right side of the 
colon with or without the terminal ileum. 

After mobilization of the right side of the colon, a 
side to side ileocolostomy will establish intestinal con- 
tinuity. The distal end of the graft is attached end to 
side to the stomach and the rest of the procedure is 
that used for the jejunum, with the exception of the 
proximal anastomosis; an end to end esophagocolos- 
tomy or pharyngocolostomy is preferred. The left part 
of the colon was mobilized in 5 patients with benign 
esophageal strictures. Severing of the sigmoid, left 
colic arteries, and the left branch of the midcolic ar- 
tery did not impair viability of the graft. Such recon- 
structed esophagi functioned in an antiperistaltic di- 
rection but only temporary regurgitation occurred. 

The advantages of the intrapleural route include 
the lack of compression of the graft and the lack of 
hindrance to peristalsis or blood supply. This method, 
the author contends, is technically simpler and less 
dangerous than other procedures, keeps the stomach 
in the digestive circuit, and avoids the poor cosmetic 
results of subcutaneous grafts. In addition, the esopha- 
geal anastomosis is performed outside the thoracic 
cavity at a time that the viability of the graft is ascer- 
tained. —Karel B. Absolon, M.D. 


Experiences with Angiography as a Guide to Medias- 
tinal Exploration. Owincs W. Kincarp, Rosert O. 
BRANDENBURG, and Puitip E. BeRNATZ. J. Am. M. 
Ass., 1960, 173: 613. 


ANGIOCARDIOGRAPHY and thoracic aortography have 
been carried out at the Mayo Clinic on 200 patients 
having a variety of mediastinal lesions. The value of 
these studies is illustrated by selected clinical examples. 

Angiographic techniques provide a safe and highly 
accurate means of distinguishing vascular from non- 
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vascular diseases without thoracotomy and of deter- 
mining the exact nature, extent, and probable re- 
sectability of all vascular lesions of the mediastinum. 
This latter consideration is of increasing importance 
today in view of the recent advances made in the field 
of vascular surgery. 

The inaccuracy of fluoroscopy and other diagnostic 
techniques in distinguishing vascular from certain 
nonvascular lesions of the mediastinum has been em- 
phasized by this study. 

The information provided by angiography, obtain- 
able in no other way, makes it possible in many in- 
stances to avoid unnecessary and possibly hazardous 
mediastinal exploration. In other instances, the ne- 
cessity of surgical exploration will be clearly indicated 
and intelligent surgical planning made possible by the 
use of these techniques. 


Tumors of the Thymus (Ueber Thymustumoren). 
Teuvo K. I. Lara. Ann. chir. gyn. fenn., 1960, 49, 
Suppl. 93. 


THE AUTHOR, of the Department of Thoracic Surgery 
of the University of Helsinki, Finland, reports on 19 
cases of thymoma and discusses the pathology and 
symptomatology of the tumor. The diagnosis was 
confirmed by biopsy or extirpation in 18 cases and 
by autopsy in 1 case. 

Myasthenia gravis was present in four of the 19 
cases. In one of these the first myasthenic symptoms 
set in only three years after extirpation of the tumor. 

Of the 18 cases in which operation was performed, 
12 tumors could be extirpated; in 6, complete re- 
moval was impracticable because of invasion into 
adjacent organs or for other reasons. Nine patients 
were irradiated after the intervention, partly because 
of suspicion of malignancy and partly because com- 
plete extirpation was impossible. 

Nine of the 18 patients recovered completely and 
were able to work. Eight died of cardiopulmonary 
failure in the early postoperative period, or of a 
recurrence of the tumor, or of myasthenia gravis. 

Five of the tumors were cystic, 8 showed invasion 
into adjacent organs, and 1 was a thymolipoma. 
Histologically, 4 cases showed hyperplasia of the 
thymus, 6 an epithelial thymoma, and 9 a lymphoma- 
tous thymoma. Metastases into distant organs were 
not observed in any case. 

— Werner M. Solmitz, M.D. 


Tumors of the Thymus (Considerazioni anatomocliniche 
sui tumori del timo). C. Doctmo. Cancro, 1959, 12: 
363. 


THE AUTHOR REPORTs 6 cases of malignant tumors of 
the thymus seen at the University of Bologna, Italy. 
Three of these were lymphoepithelioma, 2 were malig- 
nant thymoblastomas, and 1 was an alveolar car- 
cinoma. 

Myasthenia gravis was present in 2 cases, both of 
lymphoepithelioma. The third case presented a pul- 
monary syndrome considered to be tuberculous in 
nature but at autopsy was found to be a classical 
picture of lymphoepithelioma with metastasis to the 
left pulmonary hilus. A mediastinal compression syn- 
drome was presented by the patient with alveolar 
carcinoma. The first patient with thymoblastoma had 





442 International Abstracts of Surgery - November 1960 


symptoms predominantly pulmonary in character and 
the clinical diagnosis was pulmonary tumor with 
mediastinal metastasis. The last case was represented 
by a biopsy specimen from a different hospital in the 
province and no clinical symptoms were included. 
—Lucian 7. Fronduti, M.D. 


DIAPHRAGM 


Strangulated Diaphragmatic Hernia. JoHn Borriz. 
Austral. N. Zealand F. Surg., 1960, 29: 311. 


THE AUTHOR reports 5 cases of strangulated dia- 
phragmatic hernia. The orifices involved included the 
left pleuroperitoneal canal, the foramen of Morgagni, 
and the esophageal hiatus. 

The triad of symptoms of intestinal obstruction 
consisting of pain, vomiting, and dyspnea should sug- 
gest the possibility of strangulated diaphragmatic 
hernia. The roentgenogram of the chest was the most 
useful aid in establishing the diagnosis in these pa- 
tients. The stomach should be decompressed imme- 
diately after the diagnosis is made and operation 
carried out as soon as possible. 

The author recommends a posterolateral thora- 
cotomy for hiatal, traumatic, and_ posterolateral 
hernias. A midepigastric incision is favored for 
strangulated anterior hernia. There were 2 deaths in 
the 5 cases reported, principally: due to delay in 
diagnosis and treatment. —Lloyd D. Maclean, M.D. 


Hiatal Hernia with Esophagitis. J. Lynwoop HEeEr- 
RINGTON, JR. Ann. Surg., 1960, 151: 812. 


THE AUTHOR States hiatal hernia repair has not been 
consistently effective in producing complete relief of 


preoperative symptoms. A certain number of post- 


operative patients continue to complain of symptoms 
suggestive of esophagitis, even though no demonstra- 
ble roentgenographic evidence of recurrent hernia is 
present. For this reason, the author now performs a 
combined abdominal operation on patients with 
clinical or endoscopic evidence of esophagitis with 
hiatal hernia. The operation consists of excision of the 
hernia sac, reapproximation of the crural fibers pos- 
terior to the esophagus, suture of the phrenicoesopha- 
geal ligament to the infradiaphragmatic surface, 
vagotomy, and pyloroplasty or antrectomy. This pro- 
cedure is termed an anatomic and physiologic method 
directed toward restoration of the normal esophago- 
gastric angle, a reduction in gastric acidity, and pro- 
motion of prompt gastric emptying. Antrectomy, in 
preference to pyloroplasty, is used in patients with 
more severe symptoms of esophagitis, a history of 
hemorrhage, findings of advanced esophagitis, and an 
elevated gastric acidity. 

The combined procedure was performed on 22 
patients at the Vanderbilt University School of Medi- 
cine in Nashville, Tennessee. Eighteen were con- 
sidered to have an excellent clinical result over a 
follow-up period of 6 months to 3.5 years. Three 
patients noted symptoms suggestive of the dumping 
syndrome and 1 continued to complain of upper 
abdominal discomfort. 

Indications for the employment of this combined 
procedure in cases with hiatal hernia are not definite- 
ly established at present. However, the author be- 
lieves this approach should be considered when there 
is evidence of esophagitis. In patients with preopera- 
tive gastric acidity elevation as well as those with 
recurrent hiatal hernia the procedure may also have 
merit. — James S. Conant, M.D. 
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ABDOMINAL WALL, PERITONEUM, AND 
HERNIA 


Surgical Considerations of Nonpenetrating Abdom- 
inal Injuries. Joun B. Firzceratp, E. STANLEY 
CrAwrorD, and Micuaet E. Dz Baxey. Am. 7. Surg., 
1960, 100: 22. 


THE AUTHORS STUDIED 200 consecutive cases of non- 
penetrating injuries of the abdomen collected from 
the Jefferson Davis Hospital, Houston, Texas. One 
hundred of these patients were alive on admission and 
were collected during the 10.5 year period from Jan- 
uary 1948 to July 1958, whereas the 100 patients dead 
on arrival were collected during a 3 year 7 month 
period from January 1954 to August 1957. The great 
majority of these injuries, 167 cases, resulted from 
motor vehicle accidents. 

All intra-abdominal organs were involved in this 
series of cases, and multiple abdominal injury was fre- 
quent, occurring in 60 cases, 30 per cent. The liver 
was the organ most commonly injured and this injury 
was also the most fatal abdominal injury. It was a fac- 
tor in the death of 92 patients or 70 per cent of the 
deaths in the series. Injury to the spleen was the sec- 
ond most common injury, followed by trauma to the 
small intestine, mesentery, diaphragm, colon, kid- 
neys, bladder, pancreas, and inferior vena cava. In- 
juries to the diaphragm, kidney, and bladder were 
associated with a 50 per cent incidence of death be- 
fore admission to the hospital, since these injuries were 
usually due to diffuse trauma. 

Severe associated extra-abdominal injury was pre- 
sent in 97 per cent of the patients dead on arrival, 
whereas death occurred before admission in only 3 pa- 
tients with injury limited to the abdomen. Of the 100 
patients alive on admission, 70 had associated in- 
juries masking the abdominal injury in 3 patients and 
causing déath in 17 patients immediately upon ad- 
mission. 

Therapy was undertaken in the order of impor- 
tance: (1) restoration and maintenance of an airway; 
(2) restoration of normal pulmonary function; (3) 
control of hemorrhage; (4) restoration of blood loss; 
(5) stabilization of fractures; and (6) closure of de- 
fects in the gastrointestinal and urinary systems. Tra- 
cheostomy was carried out in most patients with dif- 
fuse thoracic injury. The aorta was temporarily 
clamped up to 30 minutes to control liver hemor- 


rhage. — David E. Hallstrand, M.D. 


Nonpenetrating Injuries to the Spleen. D. Economy, 
C. Koucxy, and R. L. Novack. Am. 7. Surg., 1960, 
99: 646, 


‘THE AUTHORS REPORT 60 cases of nonpenetrating in- 
juries of the spleen encountered between 1953 and 
1957. The age of the patients varied between 5.5 
months and 71 years with the highest incidence, 28.3 
per cent, occurring in the first decade. The majority 
of these injuries followed violent trauma, approxi- 
mately 80 per cent being due to vehicle accidents. 
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These were about equally divided between occupant 
and pedestrian types. 

Most symptoms were due to either blood loss or 
peritoneal irritation from blood. Associated injuries, 
which occurred in 75 per cent of these patients, can 
obscure the symptoms of splenic injury. It is of interest 
that only 4 patients in this series complained of pain 
in the left shoulder. Physical signs correlate well with 
the amount of splenic damage. Bleeding confined to 
the left upper quadrant will give signs in this location, 
while massive bleeding leads to more generalized ab- 
dominal findings. 

The authors highly recommend paracentesis in all 4 
of the abdominal quadrants as a very useful diagnostic 
measure in cases of abdominal trauma. Although the 
presence of free blood in the peritoneal cavity does 
not necessarily indicate a ruptured spleen, it is a defi- 
nite indication for immediate operation. Of equal im- 
portance is the fact that there were no complications 
whatever from the procedure in the 47 cases in which 
it was used. 

Hemoglobin and leucocyte levels on admission were 
too variable to be of any particular help, but a steady 
decline in the hemoglobin accompanied by a rise in 
the leucocyte count was of value when operation was 
not immediately performed. Roentgenograms of the 
abdomen were helpful in many instances, although 
negative findings were not uncommon. Findings sug- 
gesting a mass in the left upper quadrant were most 
helpful, and findings suggesting abdominal fluid and 
ileus were less specific. 

Laparotomy was performed within 6 hours in 45 
per cent of these patients and within 24 hours in 75 
per cent. A gradual fall in the hemoglobin level or an 
increase in the severity of abdominal pain was ob- 
served in most of the remaining cases, the classical 
picture of delayed rupture of the spleen with abrupt 
onset of symptoms being encountered very rarely. 

Splenectomy was performed through a left sub- 
costal incision in all instances. The necessity for a 
complete exploration is stressed, since associated in- 
juries are not uncommon. Mesenteric tears were seen 
in a number of instances, and two lacerations of the 
liver were found. One patient had a laceration of the 
portal vein and superior mesentery artery. 

Most operative complications were thoracic in na- 
ture; pneumonia, left pleural effusion, atelectasis, and 
pulmonary embolism occurring in a significant num- 
ber. There were 2 fatal instances of pulmonary emboli. 
Wound infection occurred in only 3 patients, and 
there were no instances of postoperative hemorrhage, 
gastric or pancreatic fistulas, or pancreatitis. 

—E. Thomas Boles, Jr., M.D. 


Tuberculous Peritonitis. H. JosspH Hucues, Davin T. 
Carr, and Joseru E. Geract. Dis. Chest, 1960, 38: 42. 


‘THIRTY-FOUR CASES of tuberculous peritonitis, all with 
a diagnosis proved by guinea pig inoculation, were 
encountered at the Mayo Clinic from 1940 through 
1958. No one diagnostic sign, symptom, routine lab- 
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oratory finding, or syndrome characterized this type 
of tuberculous infection. However, in 5 cases the con- 
dition presented as fever of obscure origin and in 6 
as ascites of obscure origin. Laparotomy and to a 
lesser degree peritoneoscopy with smears, cultures, 
and guinea pig inoculations of specimens provided a 
rapid and accurate method for certain diagnosis. 

Of the 34 patients 1 has been lost to follow-up and 
11 have died. Of the 22 who are still living all but 
1 has been traced for 4 years. The type of chemo- 
therapy was too varied and the series was too small 
to permit any deductions with regard to the best 
treatment regimen. 

Seven of the 11 deaths in the series were due to 
causes other than tuberculosis. 


Ligation and Excision of the Indirect Inguinal 
Hernial Sac, an Inadequate Procedure in the 
Adult. H. U. StepHenson and T. S. Rairorp. Am. 
Surgeon, 1960, 26: 451. 


In 29 cases of indirect inguinal hernia in elderly men 
treatment was by ligation of the sac only with minor 
modifications, as a means of subjecting presumably 
bad-risk patients to minimal operative insult. 

Although this method has proved effective in in- 
fants, young children, and selected, young, healthy 
adults, the recurrence rate of 65.5 per cent in this 
series proves it a wholly inadequate procedure. 

It is believed that a satisfactory and permanent re- 
pair in such cases can be accomplished only by ade- 
quate reconstruction of the internal inguinal ring and 
the floor of the inguinal canal. The lowered mortality 
attendant upon advances in surgical technique, anes- 
thesia, and preoperative and postoperative care mini- 
mizes the deterrent from an adequate and accepted 
surgical procedure regardless of the age of the pa- 
tient. —Ely Elliott Lazarus, M.D. 


GASTROINTESTINAL TRACT 


Prolapse of the Gastric Mucosa of the Pylorus in 
Childhood. (Text in Greek.) N. Secouris. Nosoko- 
meiaka chron., 1959, 21: 625. 


ALTHOUGH prolapse of the gastric mucosa of the 
pylorus is not uncommon in adults, there are very 
few cases reported in the literature involving ado- 
lescents and the author could find none reported in 
children. He reports 2 cases observed at the Depart- 
ment of Pediatric Surgery of the University of Copen- 
hagen in Denmark. ‘The first case occurred in a 5 
year old boy who was admitted to the hospital with 
a 9 months’ history of low grade fever and periodic 
episodes of vomiting lasting 1 to 3 days. The second 
case was that of an 11 year old boy, who was admitted 
with the diagnosis of indigestion. The treatment of 
both was conservative with good result. 

The author concludes that the finding of prolapse 
of the gastric mucosa in children indicates its possible 
congenital origin. There are, perhaps, more such 
cases in this age group but, since its diagnosis is 
roentgenographic, the number of cases being diag- 
nosed depends on the number of roentgen examina- 
tions of the stomach in children. Surgical treatment 
is indicated only when the condition becomes serious. 

— Michael G. Seremetis, M.D. 


Gastric Lesions Including Exfoliative Cytology, 
W. Tom ARNOLD, JAMEs Hampton, WALTER Ou, 
Henry Grass, and CATHERINE CARRUTH. J. Am. M. 
Ass., 1960, 173: 1117. 


Tuis STUDY covers a series of 300 patients with gastric 
lesions suggestive of malignancy. They were studied by 
the use of gastric analysis, roentgenology, gastroscopy, 
and cytology. 

The patients were chosen on the basis of symptoms, 
the most frequent one being epigastric pain. Of the 
300 patients, 94 per cent were found to have benign 
disease. There were 28 per cent false negatives in 18 
cases of proved gastric malignancy using the cytologic 
technique. There was an incidence of 0.7 per cent 
false positives in the 300 cases. 

Four cases are reported supporting the use of cyto- 
logic studies in differentiating benign from malignant 
disease. 

Surgical therapy of gastric cancer is more successful 
with early lesions. All methods of diagnosis should be 
used to distinguish benign from malignant lesions, 
Gastric analysis has been found to be 63 per cent ac- 
curate, roentgenography 93 per cent, gastroscopy 
94 per cent, and gastric cytology 99 per cent. 

The authors describe their technique for gastric 
cytologic studies in detail. The slides are screened by 
a technologist and confirmed by the pathologist. 

—Richard L, Lawton, M.D. 


Duplications of the Stomach. SHEMUEL Nissan. Am. 7. 
Surg., 1960, 500: 59. 


TuIs ARTICLE reviews the pertinent literature on gas- 
tric duplications. Brief reports of 4 such cases seen at 
Children’s Hospital and Barnes Hospital in St. Louis, 
Missouri between 1951 and 1958 are described. All of 
the patients were female children. One patient was 5 
years old, and the others were 2, 4, and 8 months old, 
respectively. Each patient had symptoms indicating 
upper intestinal difficulty. In 1 case, respiratory symp- 
toms were predominant; in this patient, thoracotomy 
revealed a large amount of gelatinous material in the 
left side of the thorax which apparently had reached 
that area through a congenital rent in the diaphragm. 
The source of the jellylike material was presumably 
from the duplication of the stomach, although no 
perforation was found. The duplication was removed 
in each instance, either by simple excision or by exci- 
sion of the duplication along with that portion of the 
stomach to which it was attached. 

Symptoms that are commonly present in patients 
with gastric duplications are vomiting, intolerance of 
feeding, failure to gain weight, and intermittent ab- 
dominal pain. Melena and hematemesis are occasion- 
ally noted. A mass can often be discovered in the up- 
per quadrant of the abdomen on clinical examination, 
and roentgenographic studies will demonstrate an 
extramucosal mass encroaching upon the lumen of 
the stomach. Excision of the duplication is the sim- 
plest and obviously the best treatment for all patients 
except those with large or multiple duplications. 
Large duplications may be corrected by excising the 
septum between the duplication and the stomach, 
thereby converting the separate cavities into one 
space. Should the duplication encroach upon the 
stomach lumen, causing obstruction, and should it be 





inseparable from the stomach, as was present in 1 case 
in the series, partial gastric resection, including the 
duplication, appears to be a satisfactory method of 
management. — Orville F. Grimes, M.D. 


Temporary Gastrostomy in Pediatric Surgery. 
Tuomas M. Hotper and Rosert E. Gross. Pedi- 
atrics, 1960, 26: 36. 


TEMPORARY GASTROSTOMY has a life-saving role in the 
care of the young surgical patient. It can be rapidly 
and easily carried out and should have virtually no 
complications. Its indications are as follows: (1) for 
gastric decompression; (2) for feeding special patients, 
thus avoiding a tube through the pharynx and 
esophagus; (3) to facilitate patient care; and (4) for 
use in retrograde dilatations of the esophagus. The 
technique recommended by the authors is that of 
Stamm. A site is selected half-way up the body of the 
stomach for the gastrostomy, making certain that the 
tube will be inserted far enough from the pylorus so 
that there is no chance of the pylorus being obstructed 
by the end of the tube. A soft, gum rubber, mushroom 
catheter (for infants Nos. 14 to 18 French) is sewn 
into the stomach with two inverted purse-string silk 
sutures. The stomach is tacked to the anterior parietal 
peritoneum. There were no deaths in the authors’ 
cases and only 1 major complication. It is their clinical 
impression that the more liberal use of the temporary 
gastrostomy in babies is the most significant single 
improvement made in their institution in the past 
few years in the general care of the young surgical 
patient. —Gordon F. Madding, M.D. 


Surgical Treatment of Benign Peptic Ulcer. Raut 
A. ARMSTRONG and Raw Ley M. Penick. Ann. Surg., 
1960, 152: 109. 


Or 462 PATIENTS undergoing surgical treatment of 
benign peptic ulcer from 1942 through 1956 at the 
Ochsner Clinic in New Orleans, Louisiana, there were 
314 with duodenal ulcers, 123 with gastric ulcers, 
and 25 with gastrojejunal ulcers after operation else- 
where. Twelve per cent of all duodenal ulcers seen 
were treated surgically, as were 40 per cent of all 
gastric ulcers. The most common indication for opera- 
tion was intractable pain, except in the gastric ulcer 
group in which the possibility of malignancy was the 
commonest indication. There was some history of 
bleeding in 56 per cent of patients with duodenal ulcer 
and 92 per cent of those with gastrojejunal ulcer. 

The procedure utilized in more than 95 per cent 
of cases was subtotal gastric resection, usually a 
Billroth II resection of the posterior Hoffmeister type. 
Billroth I resection was performed on 3 patients and 
vagotomy with subtotal resection was performed on 
25 patients. 

Subtotal gastrectomies were classified as radical if 
80 per cent or more of the stomach was removed 
(343 cases), and conservative if 65 to 80 per cent was 
removed (106 cases). Radical resection was employed 
in 81 per cent of patients with gastric ulcer and in 
75 per cent of patients with duodenal ulcer. Com- 
plications occurred in 11 per cent of patients with 
radical resection and in 8 per cent of those having 
conservative resection. The postoperative mortality 
rate was 1.8 per cent for gastric resection. One-half 
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of these deaths resulted from duodenal stump or 
gastrojejunostomy leakage. 

Gastrojejunal ulcer developed subsequently in 1.3 
per cent of the patients with radical resection, com- 
pared to 10.4 per cent of those with conservative 
resection. The incidence of postprandial distress, in- 
cluding actual dumping syndrome, was 33 per cent 
in both the conservative and radical resection groups. 
Weight loss was just slightly more troublesome after 
radical than after conservative resection. 

Results were considered satisfactory in 91.5 per 
cent of patients with radical resection and in 81.3 per 
cent of patients with conservative resection. Whether 
or not duodenal ulcer was removed with the specimen 
had no effect on the percentage of satisfactory results. 

—Stanley W. Tuell, M.D. 


Intractable Peptic Ulcer and Endocrine Adenomas 
with Pituitary Amphophilic Hyperplasia. L. E. 
Rupotr, G. F. Dammin, and F. D. Moore. Surgery, 
1960, 48: 170. 


THE AUTHORS PRESENT the case of a 57 year old male 
who had a history of recurrent, bleeding duodenal 
ulcer. He underwent a two stage gastrectomy after 
which he was readmitted to the hospital within 5 
months for treatment of a hypochromic, microcytic 
anemia and dysphagia. He died on the fifteenth hos- 
pital day. Autopsy revealed a perforated jejunal ulcer 
1.5 cm. distal to the gastrojejunal anastomosis, acute 
jejunal ulcer, healed duodenal ulcer, esophagitis with 
stricture, gastric cell hypertrophy, duodenal hamar- 
toma, pancreatic islet-cell hyperplasia and adenoma, 
adrenal hyperplasia and adenoma, and pituitary 
amphophilic hyperplasia. Gastric studies prior to 
death showed gastric hypersecretion 4,000 ml./24 
hours. 

The authors’ interest in this case centers about the 
occurrence of peptic ulceration in combination with 
endocrine adenomas, and the pituitary as a possible 
cause of both. The authors discuss the endocrine as- 
pects of duodenal ulcer, the relationship of primary 
hyperparathyroidism and peptic ulceration, the re- 
lationship of thyrotoxicosis and peptic ulcer, diabetes 
and ulcer, and the relationship of the adrenals, gastric 
antrum, and pituitary gland and peptic ‘ulceration. 
From this erudite discussion the authors indicate that 
there is mounting evidence both experimental and 
clinical to support the concept that endocrine organ 
failure or hypofunction can bring about hyperplastic 
and adenomatous changes in the pituitary manifested 
either in the amphophilic or basophilic cells. 

Based on these facts a hypothesis is presented which 
would explain the pathologic condition found in 1 
patient and in an unknown additional number of pa- 
tients with endocrine adenomas and duodenal ulcer. 
Such a hypothesis holds that there has been a relative 
or absolute failure of secretion of one of the target 
endocrine organs. This has in turn caused hyperplastic 
and, in some cases, adenomatous changes in the am- 
phophil or basophil cells of the pituitary. These changes 
are reflected in an increased production of one or 
more trophic hormones. These in turn cause hyper- 
plasia or adenomas of other target endocrine organs. 
The acid-peptic axis is stimulated directly through 
antral activity and parietal cell hypertrophy or in- 
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directly as a byproduct of the secretions of the adre- 
nals, gonads, or parathyroids, and intractable ulcer 
results. 

Thus the authors conclude that the pituitary gland 
is the prime mover in cases associated with endocrine 
tumors and that a possible pituitary activating mech- 
anism is end organ failure. No initiating end organ 
failure was identified in this case. 

—John 7. Hudock, M.D. 


Surgical Therapy of Cancer of the Stomach (Risultati 
della terapia chirurgica del cancro gastrico). A. ToLio 
and L. Cerrini. Arch. ital. chir., 1960, 86: 209. 


DuRING THE YEARS from January 1946 to December 
1955 in the Surgical Division of the Ospedale Mag- 
giore in Milan, Italy, radical surgery was performed 
on 63 per cent of 170 patients admitted for carcinoma 
of the stomach. Of the 100 operations, 91 were sub- 
total gastrectomies and 9 were total gastrectomies. As 
a result of the subtotal gastrectomies, there were 4.3 
per cent operative deaths and 25.2 per cent 5 year 
survivals; as a result of the total gastrectomies there 
were no operative deaths, but neither were there any 
5 year survivals. 

In general it may be said that these statistical re- 
sults are among the best which have been reported in 
the literature, both with regard to the operative mor- 
tality and to the ultimate results, and these results 
coincide with the elevated index of operability, 63 per 
cent. In 5 of the 23 5 year survivals, all patients with 
subtotal gastrectomies, there were carcinomatous 
metastases in the extirpated lymph glands. Thus the 
authors conclude that the presence of gastric carci- 
noma should be determined as early as possible to in- 
crease the percentage of operability, and that the oper- 
ation should be limited when practicable to the sub- 
total type of gastrectomy, leaving for the operation of 
total gastrectomy cancers of the fundus, of the cardia, 
and of the juxtacardial portion of the lesser curvature 
of the stomach, and those tumors which are very ex- 
tensive, together with rare instances of linitis plastica. 
The total gastrectomies performed for relative indica- 
tions that have been proposed by some investigators 
do not offer sufficient justification to be substituted for 
the subtotal gastrectomy in the routine treatment of 
gastric cancer. 

Finally, the authors wish to direct attention to the 
particularly malignant qualities of the neoplasm that 
develops from a gastric ulcer. In the authors’ material 
these tumors present a maximum period of survival of 
2 years (4 cases) and a general survival period of 1 to 18 
months (8 cases). The authors believe that the fore- 
stalling of this imminently malig ant type of de- 
generation warrants radical operation for the cure 
of gastric ulcer. — John W. Brennan, M.D. 


Vagotomy and Small Resection in the Treatment of 
Duodenal Ulcer, Oscar ScHUBERTH. Acta chir. scand., 
1960, 119: 178. 


THE COMBINATION of vagotomy and a small gastric re- 
section in the treatment of duodenal ulcer is an at- 
tempt to avoid the high recurrence rate after vagot- 
omy and gastroenterostomy and the increased risk of 
the dumping syndrome with larger resections, while 
combining some of the advantages of both types of 


operation. Sixty-one cases are reported, with a follow. 
up of over 3 years. 

All patients had a one-fourth gastric resection, an 
antrectomy, and a transabdominal vagotomy. Equal 
numbers of Billroth I and II methods of reconstruc. 
tion were used. Postoperative night secretion of acid 
was studied in 34 patients with high preoperative 
values. The values were greatly reduced in 31 of these 
patients. Follow-up studies, however, revealed that 10 
patients had slight dumping, and that 7 had moder. 
ately severe dumping. Three patients had severe diar- 
rhea. The frequency of dumping after a small gastric 
resection seems to be approximately the same as after 
ordinary gastric resection. 

—Stuart L. Scheiner, M.D. 


Gastrectomy with Transposition of the Jejunum. S. 
HEDENSTEDT. Acta chir. scand., 1960, 119: 180. 


ONE HUNDRED AND TEN CASES of gastrectomy with the 
re-establishment of gastroduodenal continuity by 
means of an interposed jejunal loop are presented. 
Patients in this study have an average follow-up of 
only 1 year, but at this short interval the results appear 
to be encouraging. 

Fourteen of the patients had severe dumping symp- 
toms as a result of a previous Billroth type of gastric 
resection. All but 1 are now asymptomatic after a 
secondary jejunal transposition. In the remainder of 
the group, latent postcibal symptoms can be evoked 
in 4 patients, but overt dumping has not appeared in 
any of these patients. Digestion, absorption, weight 
gain, and iron absorption all appear to be normal. 
Stomal ulcer occurred in 9 patients, and because of 
this, vagotomy is now performed as a supplementary 
measure in men with duodenal ulcer. Vagotomy has 
been effective since instituted. 

The encouraging physiologic results after jejunal 
transposition indicate that this operation may merit 
wider use in gastric surgery. 


— Stuart L. Scheiner, M.D. 


True Operative Mortality in Gastric Resection for 
Peptic Ulcer (La vera mortalita operatoria nella 
resezione gastrica per ulcera). ANTONIO CIMINATA. 
Osp. ital. chir., Firenze, 1960, 2: 319. 


THE AUTHOR REPORTS on his results with gastric re- 
section for peptic ulcer at the Monza Hospital, Monza, 
Italy. A total of 1,262 cases are reported and these are 
divided into two periods. In the first period, from 
1940 to 1952, a total of 770 resections were performed 
with a mortality of 32 or 4.2 per cent. During the 
second period, from 1953 to 1959, 492 resections were 
performed with a mortality of 20 or 4.06 per cent. 
These figures include all deaths up to 3 months, 
whether or not the patients were reoperated upon for 
complications. These cases represented complications 
ending in death but there were other complications 
equally severe which did not end in death. 

In the first period, all resections were of the Billroth 
II type with a mortality of 4.2 per cent. However, in 
the second group, 392 resections were of the Billroth II 
type and 100 of the Billroth I type, with a mortality of 
4.06 per cent. In the 392 Billroth II resections the 
mortality was 3.3 per cent, whereas in the Billroth I 
type the mortality was 7 per cent. In the latter group 





there were 2 deaths, 1 due to hyperazotemia and 1 to 
enterocolitis, making the mortality 5 per cent with 
regard to complications of the method and 7 per cent 
for over-all mortality. 

The author contends that only with a prolonged 
study can a true operative mortality be established. 
A true operative mortality cannot be established when 
it is based upon a few hundred cases. Considering his 
large number of cases and the length of his study, 
the author has written true mortality into his title. 

—Lucian 7. Fronduti, M.D. 


Effects of Alcohol on Absorption of Vitamin A in Nor- 
mal and in Gastrectomized Subjects, T. L. Att- 
HAUSEN, K. UyeyAma, and M. R. Loran. Gastro- 
enterology, 1960, 38: 942. 


IMPAIRMENT of fat absorption after gastric resection 
has been observed in both experimental animals and 
man. Impairment of protein absorption has been 
demonstrated, and it has been shown that pancreatic 
secretions are markedly reduced in the lower reaches 
of the bowel after Billroth II subtotal gastric resection. 

The authors have noted that 12 per cent ethyl 
alcohol produces reversible inhibition of cholinester- 
ase. It was their intention to utilize alcohol in the form 
of wine to upset the acetylcholine-cholinesterase bal- 
ance and observe the effect on the absorption of fats 
from the intestinal tract of patients who had under- 
gone a Billroth II type of gastric resection. They 
utilized vitamin A as a readily detectable indicator of 
fat absorption and controlled the study with normal 
subjects. 

Malabsorption of vitamin A was found in 24 of 27 
patients with Billroth II types of subtotal gastric resec- 
tion. A significant increase was also noted in the 
acetylcholine and methacholine cholinesterase ac- 
tivity of the erythrocytes in the patients operated 
upon. 

When ethyl alcohol was ingested as wine prior to 
the administration of the test dose of vitamin A, the 
rate of intestinal absorption of this fat soluble vitamin 
was more than doubled in gastrectomized patients 
but was significantly decreased in the normal subjects. 
The difference in the response to alcohol between 
normal subjects and patients who had undergone sub- 
total gastric resection is explained by variations in 
pancreatic secretion determined by the biphasic ac- 
tivity pattern of the autonomic nervous system. 

— Harvey N. Lippman, M.D. 


Evaluation of Intestinal Absorption After Total Gas- 
trectomy, Chromic Oxide Indicator Method. Komet 
NAKAYAMA, TakEsHt NAKAMURA, Katsumi YAMA- 
— and Tatsuo Tamiya. Gastroenterology, 1960, 38: 


THE AuTHoRS have employed chromic oxide as an in- 
dicator for the evaluation of intestinal absorption in 
the laboratory animal as well as in patients after total 
gastric resection, The clinical studies were performed 
on 24 individuals who were operated upon at the 
Chiba University School of Medicine in Chiba, Japan. 
_ The chromic oxide is homogenized with a test food 
in 0.2 per cent concentration and administered orally 
to the patient. Chromic oxide is not absorbed and has 
no apparent biologic effect. In the ratio technique, 
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the digestion coefficient is calculated on the basis of 
the ratio of the index substance between food and 
feces. Chemical determinations of each ingredient in 
aliquot samples of the feces are all that is necessary. 
The chromic oxide method correlated very well with 
the more laborious conventional method. The new 
technique would appear to shorten the test period 
without sacrificing accuracy. 

The results of the study revealed a definite impair- 
ment of fat and calcium absorption after total gastrec- 
tomy. Although there was some improvement demon- 
strated after a few months, the absorption of fat 
leveled off without significant improvement after that 
time. Procedures which bypassed the duodenum ap- 
peared to cause greater nutritive absorption problems 
than those in which this segment of the bowel re- 
mained in continuity. 

Although fairly intensive absorption occurs in the 
distal third of the small bowel and adaptation occurs 
in the colon, with regard to fat and protein absorp- 
tion, the fecal excretion of these substances is definitely 
greater than normal. The ability of the reserve in- 
testinal tract—the terminal small bowel and the large 
intestine—to compensate for functional insufficiency 
of the proximal small bowel is limited. It would thus 
appear that the instability of nutrition is inevitable 
after total gastrectomy. 

— Harvey N. Lippman, M.D. 


Jejunal Obstructions. R. A. MaRTORELL. Am. Surgeon, 
1960, 26: 481. 


THE AUTHOR classified obstructions that occurred 
distal to the duodenojejunal fold and not more than 
4 feet from the ligament of Treitz as “high” or 
jejunal obstructions. The most common cause of 
jejunal obstruction was adhesions. Other causes were 
secondary metastatic malignant lesions—usually 
ovarian, internal hernia, and mesenteric thrombosis. 

The average length of time between onset of illness. 
and operation was 1.8 days. Abdominal pain and 
vomiting were the earliest symptoms. Obstipation is 
not an early symptom in high obstruction. These 
patients usually continued to expel flatus and fecal 
matter for several days after the onset of illness. 
Usually there was no abdominal distention; a fact 
which is readily explained in that the pylorus is in- 
competent and there is not the gigantic distention 
seen in the lower obstructions. Since only a short seg- 
ment of intestine is distended, it is easily accommo- 
dated for in the abdominal cavity by the collapsed 
distal intestine. The copious vomiting of bile-stained 
material is the sine qua non of jejunal obstructions and 
results in dehydration and electrolyte depletion. 
Thirst, tachycardia, low grade fever, weakness, pallor, 
loss of tissue turgor, and frequently hiccoughs result 
from the decrease in volume of extracellular fluid and 
are manifest in the early stages of high obstruction. 

With the exclusion of mesenteric vascular occlu- 
sion, strangulation is relatively infrequent in high 
obstructions, there being 1 in this series. Consequent- 
ly, the mortality rate is lower in this series than it is 
for acute small bowel obstructions in general. The 
large diameter of the jejunum, its restricted mobility 
and its shorter mesentery probably account for this 
lower incidence of strangulation. 
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A mortality rate of 5 per cent occurred in this 
series of 61 cases, which is significantly lower than the 
8 to 16 per cent recently reported for all small intesti- 
nal obstructions. —Ely Elliott Lazarus, M.D. 


Acute Hemorrhagic Necrosis of the Gastrointestinal 
Tract. S1-Cuun Mino and Ruven Levitan. N. Eng- 
land J. M., 1960, 263: 59. 


ELEVEN CASES of extensive hemorrhagic necrosis of the 
gastrointestinal tract were studied clinically and by 
autopsy at the Beth Israel Hospital and the Depart- 
ments of Medicine and Pathology, Harvard Medical 
School, Boston, Massachusetts. Six of these patients 
had clinical evidence of gastrointestinal bleeding, the 
source of which could not be found at autopsy. None 
was diagnosed correctly during life, although the con- 
dition has a distinctive clinical pattern. Most of the 
patients were chronically ill and elderly. Eight had 
long-standing congestive heart failure, 1 had hyper- 
tension, 1 had gangrene of a leg, and 1 had acute 
peritonitis secondarv to cholecystitis. All died in shock. 

The abdominal signs were mild and ill defined. The 
pathologic picture consists first of severe congestion 
and later edema, extensive hemorrhage, and super- 
ficial necrosis, involving chiefly the mucosa and sub- 
mucosa and leading to massive intraluminal hemor- 
rhage. Inflammation is usually mild or absent. The 
lesion can be either patchy or diffuse and often in- 
volves the entire gastrointestinal tract. The cause is 
unknown. Conditions such as mesenteric thrombosis, 
mercurial intoxication, enteritis necroticans, bacterial 
endotoxins, acute regional enteritis, and irreversible 
shock, as presenting similar but not equal pathologic 
findings, have been discussed and ruled out as the 
causative factors. 

The authors advise that this condition be considered 
in elderly, chronically ill patients who have vague 
abdominal complaints with sudden shock and gastro- 
intestinal bleeding. — John 7. Hudock, M.D. 


Acute Postoperative Ulcers of the Gastrointestinal 
Tract. (Text in Greek). A. Mouyas and K. Papa- 
GEORGIOU. Nosokomeiaka chron., 1960, 22: 320. 


‘THE REACTIONS of the gastrointestinal tract to oper- 
ations, even those not involving it, are relatively com- 
mon. Serious reactions are rather rare. 

The authors report 4 cases of acute ulcerations of 
the gastrointestinal tract occurring after such various 
abdominal operations as appendectomy, exploratory 
laparotomy for carcinoma of the pancreas, appen- 
dectomy and cholecystotomy, and exploration for re- 
current pancreatitis. Melena and hematemesis de- 
veloped in all of these patients 12 hours to 5 days after 
the original procedure and 3 died. Autopsy revealed 
as many as 20 acute gastric ulcers in the patient with 
carcinoma of the pancreas. 

The pathogenesis of such postoperative ulcers is 
discussed, their similarity to Curling’s ulcers after 
burns is mentioned, and the role of stress reaction to 
operations is considered the most likely mechanism of 
their production. The clinical recognition of this com- 
plication is difficult unless it manifests itself with signs 
of gastrointestinal bleeding or perforation. Conserva- 
tive treatment is mostly indicated except in cases of 
perforation. — Michael G. Seremetis, M.D. 


Familial Recurring Polyserositis Simulating Acute 
Surgical Condition of the Abdomen. Robserr K, 
Nrxon and Rosert J. Priest. NV. England J. M., 1960, 
263: 18. 


THE AUTHORS present 2 cases of familial recurring 
polyserositis and stress that greater awareness of this 
entity among both surgeons and physicians is neces- 
sary if unwarranted operation is to be avoided. There 
is no specific diagnostic test by which the condition 
can be identified, but the authors list a number of fea- 
tures which should help in the differential diagnosis, 
The typical patient with familial recurring poly- 
serositis has brief episodes of abdominal pain lasting 
1 or 2 days, which are often preceded by malaise and 
are usually accompanied by fever and anorexia. The 
patient is usually a Jew, an Arab, or an Armenian. 
Onset of attacks before the third decade and a history 
of familial incidence of similar attacks are common. 
Characteristically, attacks have no residual effects, 
and patients are completely well in the intervals be- 
tween them. —Gordon F. Madding, M.D. 


Follow-Up Study of 127 Patients with Stomal Ulcer, 
RussELL S. Boies, JR., SAMUEL F, MarsHALt, and 
Rocer V. BErsoux. Gastroenterology, 1960, 38: 763. 


A FOLLOW-UP sTuDY of 127 patients with stomal ulcer 
demonstrated at operation is presented from the De- 
partments of Gastroenterology and Surgery, The 
Lahey Clinic, Boston, Massachusetts. Ninety-one pa- 
tients had stomal ulcer after a gastroenterostomy for 
duodenal ulcer, and 36 had stomal ulcer after sub- 
total gastrectomy. Of the total of 127 patients, 113 had 
a subtotal gastrectomy or a second resection for the 
original stomal ulcer, and a second stomal ulcer de- 
veloped in 16, 14 per cent. Six patients had a subtotal 
gastrectomy and vagotomy for the original stomal 
ulcer; there was recurrence in 1 case. Vagotomy 
alone, either transthoracic or abdominal, was per- 
formed in 6 patients and a recurrent stomal ulcer de- 
veloped in 3. Eight patients were treated for a second 
stomal ulcer by nonsurgical methods. A third stomal 
ulceration developed in 1 of 5 treated medically for 
the second stomal ulcer. There were no recurrences in 
3 patients who received roentgenologic treatment for 
a second stomal ulcer. 
—W. Foster Montgomery, M.D. 


Operative Treatment of Anastomotic Ulcers (Klinische 
Erfahrungen in der operativen Behandlung des Anas- 
tomosengeschwuers). G. BORGER. Chirurg., 1960, 31: 
278. 


THE PROBLEM of anastomotic ulcer remains a serious 
one. Among the causes suggested are: excessive pro- 
duction of free hydrochloric acid, disturbance of the 
passage at the anastomotic site, and removal of duo- 
denal secretion by means of a Braun enteroenteros- 
tomy. Clinically and therapeutically two groups may 
be differentiated. The first group consists of those pa- 
tients in whom excess amounts of free acid are pro- 
duced because insufficient pyloric antrum mucosa 
was removed. The second group consists of the so- 
called small resections in which less than two-thirds 
of the stomach is removed. 

The therapy is clear for the first group with anas- 
tomotic ulcers; it consists of further resection and a 
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Billroth type anastomosis. A revision of a large duo- 
denal stump alone may be sufficient. The author has 
reoperated upon 30 patients in the last 7 years. In 18 
patients a further resection was undertaken after it 
was found that an insufficient amount was resected 
at the first operation. Fifteen of these reoperated upon 
patients were symptom free. Whether simple or re- 
peated resection is satisfactory in every case is another 
question. Every surgeon is familiar with the patient 
in whom a new ulcer develops after every repeat re- 
section. Vagotomy is not in vogue at the present time 
because of the poor results obtained in the treatment 
of duodenal ulcers. Four patients, however, were 
treated satisfactorily with vagotomy. The bilateral 
subdiaphragmal vagotomy is valuable as a thera- 
peutic adjunct. More difficult is the situation in which 
little is known about the previous operation and roent- 
genography reveals a regular Billroth II anastomosis. 
The operator must examine the duodenal stump and 
determine whether it contains antrum, using frozen 
section diagnosis if necessary. If conditions permit, 
the remaining portion of the antrum is resected. 
—Andrew P. Adams, M.D. 


The Use of Antiperistaltic Bowel Segments Following 
Massive Small Bowel Resection. Scotr J. BoLey, 
RutH KosLow, WILLIAM E. Morse, Mark R. Dover, 
and Others. Bull. Jew. Hosp., Brooklyn, 1960, 2: 12. 


AN EXPERIMENTAL STupy of the effect of reversal of a 
segment of small intestine after resection of 80 per cent 
or more of the small bowel was carried out in dogs. 
In 6 animals, a segment of ileum 3 to 4 cm. in length 
and 3 to 4 cm. from the ileocecal valve was reversed 
and anastomosed in an end-to-end fashion. In 2 ani- 
mals, extensive resection without reversal was per- 
formed as a control. All dogs survived on a varied diet 
designed to encourage adequate intake. ‘There was no 
difference in maintenance of weight between the con- 
trol dogs and those with reversed segments. Fluor- 
oscopy revealed active reverse peristalsis with marked 
delay in transit time in 3 of the 4 dogs with reversed 
segments. This was not present in the control animals. 
Bezoars developed immediately above the reverse 
segment in 3 animals. The authors recommend this 
procedure for clinical trial in patients with extensive 
resection of the small bowel and resulting persistent 
diarrhea, malnutrition, and cachexia. 
—Lloyd D. MacLean, M.D. 


Irritable Colon and Gallbladder Disease. ELMER W. 
HEFFERNON, WILLIAM A. MILLHON, and Sipney W. 
Rosen. 7. Am. M. Ass., 1960, 173: 1. 


AN IRRITABLE COLON is present in about 50 to 80 per 
cent of the patients seen by gastroenterologists. It 
may be defined as spasm of the large intestine al- 
though it may also be accompanied by spasm of the 
small intestine. The spastic area may be large, small, 
single, multiple, temporary, persistent, stationary, or 
hyperperistaltic, and the spasm may be mild or 
severe. 

Physiologic evidence indicates that irritability of 
the colon results from an imbalance between the 
sympathetic and parasympathetic nervous control of 
motility in the gastrointestinal tract. The symptoms 
are variable but most frequently consist of abdominal 
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pain, constipation, diarrhea (or alternation of the two), 
bloating, belching, flatus, heartburn, nausea, occa- 
sional vomiting, and mucus in the stool. Pain is the 
symptom that most often leads to a faulty diagnosis 
since it can mimic the pain of many organic diseases 
and maybe localized anywhere in the abdomen or 
may be generalized and radiate to the chest (pseudo- 
angina), the back, the rectum, the buttocks, or the 
legs. 

Patients with the irritable colon syndrome require 
careful treatment. By reviewing the records of 300 
patients, 299 of whom had proved gallbladder dis- 
ease, and by presenting statistics, it was shown that in 
the absence of obvious residual biliary disease, recur- 
ring pain in the right upper quadrant after chole- 
cystectomy is caused by an irritable colon. Surgical 
treatment alone for gallbladder disorder without a 
dietary regimen will only result in a large number of 
postoperative failures. 

—Stephen A. Zieman, M.D. 


Juvenile Polyps of the Colon. W. GraHam Knox, 
Rosert E. MILter, CHArxeEs F. Becc, and HAROLD 
A. ZINTEL. Surgery, 1960, 48: 201. 


THE AUTHORS reviewed the literature regarding juve- 
nile polyps and studied 43 cases observed at St. Luke’s 
Hospital in New York, New York from January 1939 
to January 1959. Seventy-five polyps obtained from 
43 patients, whose ages ranged from 22 months to 20 
years, were examined microscopically. The authors 
state that considerable disagreement regarding the 
possibility of the development of carcinoma in juve- 
nile polyps exists. On the basis of this study the 
authors conclude that polyps occurring in the juvenile 
do not possess any malignancy potential; therefore, 
they are of the opinion that conservative therapy is 
indicated. 

The majority of these lesions occur in the first dec- 
ade of life and are associated with rectal bleeding 
of a minor nature as the predominant symptom. Thus 
the authors advise that juvenile polyps should be 
considered a distinct entity from other polyps of the 
colon. Polyps located in the proximal bowel and not 
accessible to removal by sigmoidoscope may be ob- 
served rather than excised if asymptomatic, and if 
diagnosis has been established after the removal of 
a more distally located lesion. Accessible polyps should 
be removed and studied; this will also reduce the 
complications of anal presentation of the lesion, rectal 
prolapse, and intussusception. 

— John F. Hudock, M.D. 


Diverticular Disease of the Colon. D. B. BRown and 
W. F. Toomey. Brit. 7. Surg., 1960, 47: 485. 


THE CLINICAL FEATURES of diverticular disease of the 
colon and its complications are presented. The simi- 
larity between this condition and carcinoma coli is 
stressed. The various special investigative procedures 
are briefly discussed. 

The over-all mortality in the total series was 14 per 
cent. This comprised 11 deaths in 194 patients treated 
by conservative measures, 6 per cent; 23 deaths in 53 
patients treated by palliative surgery, 44 per cent; and 
2 deaths in 11 patients treated by radical resection, 
18 per cent. 
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A plea is made for consideration of radical oper- 
ation to be undertaken in the early stages of diver- 
ticulitis before complications ensue. 

— John J. Maloney, M.D. 


The Role of Intestinal Antisepsis in the Preoperative 
Preparation of the Colon, Epcar J. Porn. Surgery, 
1960, 47: 1018. 


INTESTINAL ANTISEPSIS promotes primary healing of 
bowel anastomoses and prevents postoperative infec- 
tions. The ideal method of intestinal antisepsis should 
include a drug or drugs which are not absorbed from 
the intestinal tract and which control intestinal flora 
without producing serious side effects. The combi- 
nation of neomycin-sulfathalidine is most effective 
clinically and in animal experiments. Neomycin is 
bactericidal and sulfathalidine is bacteriostatic. An- 
noying proliferation of yeast may occur, but ..>phylo- 
coccal invasion and pseudomembranous en! is have 
not been seen upon use of a recommended scut:zdule of 
drug adininistration. 

Bowel preparation with the sulfonamides is con- 
sidered too slow and has the disadvantage of bac- 
teriostasis without bactericidal action. Streptomycin 
and kanamycin are not recommended because of the 
emergence of bacterial resistance. 

In comparing the results of mechanical preparation 
alone with those after drug preparation, there is 
noted a marked lowering of mortality and morbidity 
when drugs are used. The lowering of morbidity is 
greater with neomycin-sulfathalidine than with sulfa- 
suxidine. —Lockert B. Mason, M.D. 


Ulcerative Colitis in Older Age Patients. Z. T. BERco- 
vitz. Gastroenterology, 1960, 39: 28. 


THE CLINICAL HISTORIES of 57 ulcerative colitis pa- 
tients 50 years of age or older have been reviewed; 36 
patients or 63 per cent, had the onset of disease after 
the age of 50. The clinical results in this group of 36 
patients showed that one-third required emergency 
surgery and 7 of the 12 patients died postoperatively. 
Two others died while under medical management 
and 61 per cent are in clinical remission. There is a 
pattern of increasingly grave prognosis as the age at 
onset rises. 

Of the 21 patients whose disease appeared when 
they were less than 50 years of age, 76 per cent are in 
clinical remission and the only 2 who died, died from 
carcinoma. Three patients received surgical treatment 
and are clinically well. Relapses occurred predomi- 
nantly at the same season of the year as onset of the 
disease. Prolonged remissions of up to 19 years’ dura- 
tion have been observed, but in spite of freedom from 
symptoms there is progression of the disease in all 
cases, as shown by repeated roentgenographic studies 
of the bowel. —Ely Elliott Lazarus, M.D. 


Endometriosis of the Colon. A. EUGENE Hauck. Ann. 
Surg., 1960, 151: 896. 


‘THE AUTHOR has reviewed 356 cases of endometriosis 
observed at the Emory University Hospital in Atlanta, 
Georgia during the past 10 years. Eight of these pa- 
tients had partial or complete intestinal obstruction on 
admission. In each instance, carcinoma was thought 
to be the etiologic factor in the obstruction. 


Progressive acquired dysmenorrhea, dyspareunia, 
backache and lower abdominal pain, as well as rectal 
pain and alternating diarrhea and constipation made 
worse at the time of menses, all suggest the possibility 
of endometriosis. The symptoms of intestinal obstruc- 
tion may supervene at any time. 

The physical findings usually reflect the site of the 
lesion and the degree of involvement. Intestinal ob- 
struction may be a prominent part of the picture. 
Pelvic findings may consist of nodules in the rectovagi- 
nal septum and the uterosacral ligaments, shortening of 
the posterior fornix, fixation of pelvic structures, ad- 
herent retroversion of the uterus, and often large 
cystic ovaries. Proctosigmoidoscopic examination is 
usually not contributory unless the bowel is extensively 
involved. If this is the case, there is fixation of the 
bowel and limitation of the examination due to pain. 
Unless a patient has obstruction, the roentgenologic 
examination generally is of little assistance. Carcinoma 
of the colon and the rectum must always be distin- 
guished from endometriosis involving this area. The 
tendency is to err on the side of carcinoma. 

The treatment depends upon the age of the patient 
and the extent of the lesion. The correct diagnosis is 
often a most difficult problem even with the specimen 
in hand. Conservatism is the rule. Co-existence of 
carcinoma and endometriosis of the colon, although 
reported, is a most unusual occurrence. Generally 
speaking, the problem is to differentiate these two 
lesions in order to treat the malignant lesion ade- 
quately and not overtreat a benign lesion. When child- 
bearing function is to be maintained, conservative 
measures should be employed. If, however, the patient 
is beyond the child-bearing age, total hysterectomy 
and bilateral oophorectomy should be employed. 
Careful evaluation with the judicious use of frozen 
section diagnosis at the operating table is strongly 
recommended. — Harvey N. Lippman, M.D. 


Perforation of the Colon in Large Bowel Obstruction 
Due to Carcinoma. IAN RussELL and NEIL JOHNSON. 
Austral. N. Zealand 7. Surg., 1960, 29: 332. 


THE AUTHORS have reviewed their experience with 34 
cases of perforation of the colon and generalized 
peritonitis secondary to carcinoma. In less than half 
of the cases was the diagnosis established preoper- 
atively. In 85 per cent of this series the neoplasm was 
readily resectable and of this group only 2 patients 
had lymph node metastases. 

These patients were treated in 5 different ways. 
Seven patients were not treated surgically and all died. 
Failure of diagnosis or a moribund state accounted 
for the failure to operate on these patients. Simple 
drainage was performed in 5 patients with survival in 
1. Colostomy or cecostomy was performed in addition 
to drainage in 12 patients without survival. Ex- 
teriorization of the perforated area was performed in 
5 patients with survival in 2. Resection of the per- 
forated bowel with colostomy or ileostomy was per- 
formed in 5 patients with survival in 3. The authors 
favor the latter procedure to eliminate infection and 
necrosis of the tumor mass, which will persist if 
colostomy alone is performed. Further perforation due 
to stercoral ulcers may result if excision is not per- 
formed. —Lloyd D. Maclean, M.D. 





Subtotal Colectomy with Cecorectal Anastomosis for 
Multiple Adenomas of the Colorectum. Peter A. 
Rost and WiiuiAM J. Canty. Q. Bull. Northwest. Univ. 
M., School, 1960, 34: 176. 


A PROCEDURE which preserves the water-absorbing 
segments of the bowel is subtotal colectomy with anas- 
tomosis of the cecum to the rectum. The ileocecal 
valve function is thus preserved and perhaps regulates 
the flow of the liquid ileal contents into the colonic 
remnant, and a relatively normal water-absorptive 
function is regained within a few weeks after opera- 
tion. The rectum is freed of all polyps by fulguration 
preoperatively and any polyps in the cecum are 
treated in the same manner at operation before the 
anastomosis is performed. The remaining cecorectal 
segment is 25 cm. or less in length, suitable for peri- 
odic inspection with the proctoscope. 

In a 15 month period, 18 patients with multiple 
colonic polyps were treated in this fashion and all 
were having one or two normal formed stools daily 
within 4 weeks after operation. 

In patients with only one or two polyps demon- 
strated by roentgenography, colonoscopy of the entire 
colon is carried out at the operating table through 
2 to 4 colotomies. If multiple polyps are found, sub- 
total colectomy is performed. The cecorectal anas- 
tomosis is accomplished by swinging the cecum down- 
ward and medially, rotating it counter-clockwise in a 
frontal plane, until the transected margin faces down- 
ward against the rectal stump. The appendix is rou- 
tinely removed. The ileocolic and superior hemor- 
rhoidal arteries are preserved. A two-layer anastomo- 
sis is performed at the level of the sacral promontory. 

—Stanley W. Tuell, M.D. 


Adenomas of the Colon and Rectum in Children—A 
Recapitulation. Roperr TureLi. Surg. Clin. WN. 
America, 1960, 40: 985. 


THE JUVENILE POLYP contains an abundance of con- 
nective tissue stroma with cystlike glands in the center 
and/or a great infiltration of inflammatory cells with 
a preponderance of eosinophils in some patients. The 
bodies of these polyps are rich in stroma and poor in 
glands. In fact, in many cases one cannot be sure that 
they are true neoplasms. The adult type of adenoma 
is occasionally found in children; this finding should 
alert the clinician to the presence of multiple polypo- 
sis. 

Malignant degeneration has not been encountered 
in any of the more than 150 personal cases observed. 
Most students of this subject agree that the potential 
of malignant transformation of the polyps is probably 
no greater than that of the normal rectal or colonic 
mucosa. 

The electrosurgical treatment of juvenile polyps is 
similar to that of benign adenomas occurring in 
adults. The safe employment of electrothermia has 
eliminated the need for surgical excision of these 
lesions. Polyps in uncooperative older children and 
in all young children and infants, or lesions situated 
above the peritoneal reflection but within the reach 
of the 25 cm. long sigmoidoscope, are eliminated in 
a hospital under anesthesia in order to avoid in- 
advertent motion by the patient during electroco- 
agulation. 
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Transabdominal colotomy with severance of the 
stalk close to the base or with resection of the mucosal 
base is employed for the removal of polyps situated 
above the reach of the sigmoidoscope. Coloscopy with 
insufflation or inspection through an extended colot- 
omy is frequently useful. Segmental resection of the 
adenoma-bearing segment of the colon appears un- 
necessary in juvenile patients as malignancy in soli- 
tary adenomas or in the mesenteric lymph nodes 
rarely, if ever, occurs. All of the adenomas in this 
study were diagnosed unequivocally as benign lesions; 
even cellular atypism has never been noted in the 
juvenile patient. 

No recurrences have been noted in the area of the 
original polyps; only 2 patients have had small lesions 
at new sites. 


Abdominopresacral Resection for Selected Rectal 
Lesions. R. W. UTENDoRFER. Minnesota M., 1960, 43: 
SPP: 


THE AUTHOR prefers a one-stage abdominoperineal 
resection for carcinoma of the rectum and reserves an- 
terior resection for tumors near or above the peri- 
toneal reflection. Anterior resection for presacral le- 
sions is possible, but it is extremely difficult technically 
and is attended by frequent complications. Ab- 
dominopresacral resection is recommended for lesions 
such as a bulky polyp of questionable malignancy in 
the presacral space and also in instances in which 
preservation of the sphincter is mandatory as in an in- 
dividual who has markedly restricted vision, is com- 
pletely blind, or is mentally retarded. 

As originally described by Gordon Murray, this 
operation consisted of transsacral excision of the rec- 
tum followed by primary anastomosis without divert- 
ing colostomy. To achieve wider dissection, the author 
has included an abdominal stage in which he mo- 
bilizes a greater length of colon, consistent with good 
cancer surgery. The perineal stage of the operation is 
performed after resection of the coccyx and the fifth 
and half of the fourth sacral bodies. The previously 
mobilized colon is excised and end-to-end anasto- 
mosis performed. The procedure was performed on 4 
patients. Fecal fistula occurred in 2. Diverting colos- 
tomy is suggested as a reasonable concomitant pro- 
cedure. This operation is not recommended as the pro- 
cedure of choice in the majority of patients with rec- 
tal lesions. —Lloyd D. MacLean, M.D. 


The Curability of Cancer of the Rectum. Norman 
McCormick and Joun Maus. Canad. M. Ass. 7., 1960, 
83: 65. 


THE ABSOLUTE 5 year survival rate for 254 patients 
with cancer of the rectum, including those not treated, 
was 34 per cent. The average length of time from the 
onset of the initial symptom to the first report to the 
clinic was 9 months. The delay was even longer in the 
4 patients who were physicians. 

A more detailed statistical review of 100 consecu- 
tive cases observed from 1946 to 1952 revealed an 
absolute 5 year survival of 39 per cent. Five of these 
patients had local recurrence after surgical excision 
elsewhere. Four of these died, but 1 was still alive 10 
years after radical perineal re-excision and node dis- 
section followed by irradiation. 





452 International Abstracts of Surgery - November 1960 


Eighteen of the 95 primary cancer patients were un- 
suitable for operation. Seventy-seven patients were 
judged operable. Three of these had conservative local 
excision. One of these died 7 years later. The other 2 
received postoperative irradiation and are alive 7 and 
8 years after operation. 

Five operable patients refused operation and 3 of 
these received irradiation. The untreated patients 
died of cancer at 4.5 and 5 years. Two of the irradiated 
patients lived more than 5 years and the other died at 
4 months from other cause. 

The tumors of 9 patients were judged nonresectable 
at the time of operation. 

Sixty actual resections were performed. One stage 
abdominoperineal resection was the procedure of 
choice and was used in 50 cases. The hospital mortality 
for the 60 resections was 6.6 per cent. Of 53 patients 
without liver involvement who survived operation, 58 
per cent were still alive at 5 years. 

Solitary liver metastasis was not considered a con- 
traindication to resection. Preoperative irradiation 
was considered helpful in preparing approximately 
one-third of the patients for resection by stopping 
bleeding, relieving pain, or shrinking the tumor. 

—Stanley W. Tuell, M.D. 


Anorectal Tuberculosis (Tuberculosis anorrectal). 
Jutio Muiz. Rev. espan. enferm. ap. digest., 1960, 19: 63. 


ANORECTAL TUBERCULOSIS occurs in three anatomic 
and clinical forms—ulcerative, stenosing, and hyper- 
trophic. The stenosing and hypertrophic forms always 
result from the ulcerative form. The treatment of the 
tuberculous rectal fistula is the same as for all fistulas, 
always surgical. Treatment of the pulmonary lesions 
when present is important to prevent reinfection of the 
rectal region. The electrocautery should be used to 
prevent dissemination through the lymphatics. For 
many years the majority of the tuberculous lesions 
were considered inoperable but, with present methods 
of anesthesia and chemotherapy, it is possible to ob- 
tain satisfactory results with surgical intervention. 
—W. Foster Montgomery, M.D. 


The Pathology and Results of Treatment of Squamous 
Cell Carcinoma of the Anal Canal and Anal Mar- 
gin. Basit C. Morson. Proc. R. Soc. M., Lond., 1960, 
53: 416. 


A series of 157 patients with squamous cell carcinoma 
of the anal region, treated at St. Mark’s Hospital, 
London, England from 1928 to 1956, is reported. All 
cancers lying above, mainly above, or astride the line 
of the anal valves were defined as anal canal tumors 
and there were 103 such lesions, 85 being definitely 
above the dentate line. Cancers found mainly below 
or entirely below the dentate line were termed anal 
margin carcinomas and 38 such lesions were seen. 
Another 16 cases could not be accurately classified. 

Most anal canal cancers arise from the unstable 
transitional zone epithelium above the anal valves and 
may have a varied structure. Many resemble bladder 
carcinoma. The author terms those anal canal lesions 
which resemble basal cell or basisquamous carcinoma 
nonkeratinizing squamous cell carcinoma, for these 
lesions do metastasize and must be treated as squamous 
cell cancer. Squamous cell carcinomas of the anal 


margin are mostly of the keratin-forming type and of 
a much lower grade of malignancy. The anal margin 
tumors arise from the junction of skin and mucous 
membrane and may be compared with carcinoma of 
the lip. Anal margin lesions were more common in 
men than in women, a ratio of 4 to 1, whereas anal 
canal cancer was only slightly higher in women than in 
men, a ratio of 4 to 3. Incidence of the lesions ac- 
cording to the patient’s age was not remarkable. 
Squamous cell carcinoma of the anal canal spreads 
directly upward as lower rectal carcinomas do. Down- 
ward extension is limited by the mucosal suspensory 
ligament of Parks. Lymphatic metastasis is to the 
superior hemorrhoidal, lateral pelvic wall, and in- 
guinal lymph glands. Inguinal nodes were involved in 
35.9 per cent of anal canal cancers as a late extension. 
Anal margin cancers, by contrast, were rarely found to 
metastasize to the hemorrhoidal lymph glands, al- 
though 39.5 per cent had spread to inguinal nodes. 
There was no significant difference in operability rates, 
which were 85.9 per cent for anal canal cancers and 
78.4 per cent for anal margin tumors. Radical oper- 
ation was performed for most anal canal carcinomas, 
only 7 per cent of these being locally excised. However, 
limited excision only was performed on 69 per cent of 
the 29 anal margin growths which were operable. The 
crude 5 year survival rate in all 157 cases was 42.6 per 
cent, slightly better than the usual rates for adeno- 
carcinoma of the rectum. The uncorrected 5 year 
survival rate for patients with anal canal cancer 
was 42.4 per cent, but for those with anal margin 
carcinoma it was 51.4 per cent, despite the majority 
of local excisions in this latter group. The prognosis in 
anal cancer might be improved if a more radical ap- 
proach to inguinal gland metastases is devised. 
—Enmile L. Meine, Jr., M.D. 


LIVER, BILIARY SYSTEM, AND PANCREAS 


Changing Trends in the Casuistics of Hepatic Ab- 
scess. JOSEPH D. SHERMAN and STANLEY L. Rossins. 
Am. J. Med., 1960, 28: 943. 


THE CHANGING biology of hepatic abscess is apparent 
from the results of the present study covering the 
antimicrobial era, 1934 through 1958. Pyogenic 
hepatic abscess has become a disease of patients in the 
older age group, those between 60 and 80 years of 
age. The most frequent antecedent lesion is a stone 
in the biliary tree that is associated with an ascending 
cholangitis. Cholangitis secondary to carcinoma in or 
around the biliary tree likewise is a common cause of 
liver abscess. It is of interest that ruptured appendixes 
and other diseases reaching the liver via the portal 
vein, such as colitis, pancreatitis, and diverticulitis, are 
no longer the most common preceding lesions of an 
hepatic abscess. 

In this autopsy study at the Mallory Institute of 
Pathology, Boston, Massachusetts, covering the 
period 1934 through 1958, a total of 130 cases of 
hepatic abscess was available for analysis. Of these, 
in 99 the hepatic abscess was grossly recognizable, and 
in 31 the lesions were found only on microscopic 
study. 

The number of gram-negative, antibiotic-resistant 
bacteria cultured from patients with liver abscess has 





increased many times, presumably a reflection of the 
increasing use of various antibiotics over this 25 year 
period. —Harold Laufman, M.D. 


Surgical Exploration in Obstructive Jaundice of In- 
fancy. THomAS V. SANTULLI, RutH C. Harris, and 
Kerrn REeMTsMA. Pediatrics, 1960, 26: 27. 


FROM A REVIEW of 71 cases and an evaluation of 
examinations of frozen section liver biopsies, the au- 
thors propose the following method of management of 
infants with prolonged obstructive jaundice. 

All patients are subjected to extensive clinical and 
laboratory studies in an effort to aid in the differential 
diagnosis. If the diagnosis is impossible by the age of 7 
weeks, surgical exploration is carried out, at which 
time a liver biopsy is taken for frozen section diagnosis 
and a cholangiogram is carried out if the gallbladder 
is available. 

In cases in which the laboratory studies have failed 
to establish the existence of nonsurgical jaundice and 
the patient has been subjected to exploration, the au- 
thors have found that no harm to the patient has 
occurred by the limited exploration with biopsy of the 
liver. One of the greatest advantages of the frozen 
section examination has been the information provided 
to the surgeon at a crucial time during the exploration. 
With this information the surgeon should be able to 
avoid unnecessary exploration of the ducts, as well as 
unnecessary biliary-intestinal anastomoses which have 
been performed in the past because of mistaken diag- 
noses. —Gordon F. Madding, M.D. 


The Portacaval Shunt Operation in Patients with 
Cirrhosis and Ascites. HAROLD G. BARKER and KEITH 
ReemTsMA. Surgery, 1960, 48: 142. 


Ar THE Columbia Presbyterian Medical Center in 
New York, 15 patients with cirrhosis of the liver and 
“medically irreversible’? ascites were subjected to 
portacaval shunts. Thirteen had end-to-side portal 
vein to vena cava shunts, 1 a side-to-side shunt, and 
1 a splenorenal shunt. All had careful inpatient 
studies and medical preparation for at least 1 month 
preoperatively and throughout their entire post- 
operative period in hospital. These examinations in- 
cluded balance studies and daily sodium urinary 
output studies. Sodium intake was restricted until 
sodium diuresis occurred, at which time sodium intake 
was increased. The median age of the patients was 48 
years with a range of 34 to 64 years; 7 were men and 8 
were women. Postoperatively, 4 did not live beyond 
60 days and failure to cure ascites occurred in 2 cases, 
1 of which followed a side-to-side shunt. Nine patients 
were considered to have experienced successfully 
cured ascites and 5 of these are still living 4 to 6 years 
after operation, free of ascites and salt restriction. 
All 9 had undergone end-to-side shunts. 

The authors therefore conclude that end-to-side 
portacaval shunting cures ascites in cirrhosis of the 
liver. —John 7. Hudock, M.D. 


Primary Neoplasms of the Liver. RALPH PHILLIPS 
and Korcut Murixamti. Cancer, 1960, 13: 714. 


Tuirty-Two cases of primary neoplasms of the liver 
treated by orthovoltage or supervoltage roentgen 
radiation are reported. Studies of 26 patients with 
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hepatocellular carcinoma formed the main body of this 
report. The somewhat tenuous thesis presented is that 
radiation was beneficial to these 26 patients because 
(1) the average length of survival after this therapy 
was 10.5 months, said to be significantly longer than 
the usual course; (2) the 4 patients who were given 
inadequate tumor doses of less than 2,000 roentgens 
did not respond favorably to the treatment; and (3) 
in at least two instances microscopic evidence of tumor 
destruction was found at laparotomy or necropsy. 

It was suggested that radiation therapy might be 
used preoperatively before hepatic lobectomy is at- 
tempted. A course of action was outlined which in- 
cluded aspiration biopsy for early diagnosis of hepato- 
megaly; supervoltage roentgen ray therapy followed 
by suitable radioactive isotope scan of the liver to 
determine whether lobectomy was feasible; lapa- 
rotomy; and attempted hepatic lobectomy. 

The favorable course of 2 patients with massive 
hemangioma of the liver is of interest. After roentgen 
radiation therapy, marked regression of the hemangio- 
matous tumor mass was noted. 

— John W. Braasch, M.D. 


Aneurysm of the Hepatic Artery (Das Aneurysma der 
Arteria hepatica). K. DicutL.. Wien med. Wschr., 1960, 
110: 151. 


AneEuRYsM of the hepatic artery was considered rather 
rare until Hess and Celio reported 103 cases in the 
literature in 1955. Later, 12 more cases were reported. 
Now, with the author’s cases, there are 118 published 
cases. 

The majority of these aneurysms have their origin 
outside the liver. The ratio of intrahepatic to extra- 
hepatic was found to be 1 to 3. The intrahepatic 
aneurysms are usually very small; the extrahepatic 
aneurysms may be as large as or larger than an apple. 

The most frequent cause of these aneurysms was a 
bacterial infection with the development of a so-called 
mycotic aneurysm. Next most important as causes 
were found to be arteriosclerosis and syphilis. Trau- 
matic aneurysms were found to occur less often, as 
after cholecystectomy. Twelve cases of traumatic 
aneurysm have been reported. 

The symptom common to all of the cases is pain 
in the right upper epigastrium. There are frequently 
jaundice and diarrhea. Less often, there is a palpable 
resistance or a systolic murmur over the point of 
greatest tenderness in the right upper epigastrium. 

In considering the therapy of hepatic aneurysm, it 
is pointed out that a ligature around the hepatic 
artery leads to necrosis of the right lobe of the liver. 
A ligature of the hepatic artery must be made distal 
to the branching of the right gastric artery. 

In 12 cases of aneurysm of the hepatic artery the 
mortality was 89.8 per cent. 

— Miriam Miller, M.D. 


Recognition of Internal Spontaneous Biliary Fistulas 
(Ein Beitrag zur Kenntnis innerer spontaner Gallen- 
fisteln). B. Kourras. Chirurg, 1960, 31: 241. 


Two Groups were distinguished in a series of 101 
cases of spontaneous biliary tract fistulas. Group 1 
consisted of 31 fistulas resulting from duodenal ulcer- 
ation. This type is not common and was first observed 
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during World War II. The second group consists of 
those communications which are a result of choleli- 
thiasis and is by far the larger group in this series, as 
well as in other reports. The 31 fistulas of group 1 were 
encountered in 5,405 gastrectomies, an incidence of 
0.57 per cent. Group 2, consisting of 70 fistulas, was 
collected from 2,212 biliary operations, an incidence 
of 3.16 per cent. 

Twenty-three cases consisted of fistulas between the 
gallbladder and the hepatic duct; these are extremely 
difficult to visualize by means of a cholangiogram. 
Group 1 fistulas are usually visualized during a barium 
meal, when the barium enters the entire biliary tract 
by way of the ulcer. Entry into the common duct is 
usually through an ulcer in the posterior wall, whereas 
fistulization into the gallbladder is accomplished 
through an anteriorly or an anterolaterally situated 
ulcer. 

In all but 1 of the choledochoduodenal fistulas the 
treatment was a Finsterer-Plenk type resection; good 
results were obtained in all cases. Other surgeons have 
used the choledochal drainage recommended by Kehr, 
or anastomosis of the gallbladder to the duodenum. 
In 47 cases, 66 per cent, a gallbladder, gastric, or in- 
testinal fistula was encountered as a result of choleli- 
thiasis. An abnormal connection with the hepatic duct 
occurred in 2 cases. ‘The duodenum was by far the most 
common site for fistulization (30-cases), followed by 
the colon in 13 cases. The stomach was the site of 
communication in 2 cases. The preoperative diagnosis 
was made very rarely. Adequate exploration of all 
the passages must be carried out, and an operative 
cholangiogram should follow removal of the calculi. 
Sections of the gallbladder wall may be used to cover 
a defect in the common duct. The over-all mortality 
was formerly fairly high, 10 per cent, but it has 
dropped to 3.1 per cent in the last 10 years. 

—Andrew P. Adams, M.D. 


Operative Injuries to the Bile Ducts. S. J. Vmxart. 
Acta chir. scand., 1960, 119: 83. 


Durinc 1949 to 1958 the author collected 49 examples 
of injured bile ducts from 23 of the larger Finnish 
hospitals. The incidence of injury was 1 in 508 
cholecystectomies. The term “easy gallbladder” 
seems to be misapplied in Finland as in the United 
States. The modes of injury to the common or hepatic 
ducts, by incision or laceration, inept dissection, 
faulty ligation, or crushing during hasty attempts at 
hemostasis, reflect on the abilities and experiences of 
the surgeons. 

As elsewhere, the successes of the reparative opera- 
tions depend on the type of injury, the amount of 
scarring, and the availibility of the proximal and 
distal segments of the duct. Anastomosis or lateral 
repair of freshly injured ducts gives better results than 
late repairs which include anastomosis of the duo- 
denum or jejunum to the common duct, the hepatic 
ducts, or the cut edge of liver. The first operation for 
repair permits greater hope for success than second or 
third attempts. In all, 69 per cent good results are 
reported here. 

The author’s illustrations of the anatomy of injury 
and of the techniques of repair are superior. 

—Leonard D. Rosenman, M.D. 


Operative Injuries to the Bile Ducts. H. Rosenovisr 
and S.-O. Myrin. Acta chir. scand., 1960, 119: 92. 
SURVEYING a decade’s experiences in Sweden, the 
authors found 237 injuries to the bile ducts which 
were sustained during operations on the gallbladder, 
This represents 1 injury in every 300 to 400 operations, 
Many of the injuries were inflicted by competent 
surgeons who had difficulties in separating inflamed 
gallbladders from the bile ducts. Unusual anatomic 
situations increased the hazard of that dissection. Of 
these situations, the most insidious was the “ tented” 

junction of the cystic and hepatic ducts. 

The surgeon should recognize his damage early, at 
the time of operation, and he should make a repair at 
that time. Successful repairs are less frequent because 
delay in diagnosis, inability to use both ends of the 
duct for repair, and need for second or third attempts 
complicate the situation. 

With only unimportant exceptions, the authors 
describe techniques and results which parallel those 
familiar to American surgeons. Of interest is the 
large number of cholecystectomies done annually in 
Sweden. Their 20,000 in a population of 7,000,000 
would correspond to a half-million operations per year 
in this country. —Leonard D. Rosenman, M.D, 


Gallstones and Pregnancy; The Composition of Gall- 
bladder Bile in the Pregnant Woman at Term. 
ALFRED M. LarcE, CHARLES G. JOHNSTON, TAKETO 
Katsuki, and Harotp L. Facuniz. Am. 7. M. Sc., 
1960, 239: 713. 


THE AUTHORS have conducted a study of gallbladder 
bile in pregnant women and compared it to bile ob- 
tained from normal gallbladders during abdominal 
operations for unrelated conditions, as well as bile 
aspirated from the gallbladders of a number of pa- 
tients with gallstones. The patients were all seen in 
the Departments of Surgery and Obstetrics and 
Gynecology of the Wayne State University College of 
Medicine, Detroit Receiving Hospital, and the Her- 
man Keifer Hospital in Detroit, Michigan. Twenty- 
eight unselected pregnant women were studied at the 
time of cesarean section; bile was aspirated from the 
gallbladders of 8 nonpregnant patients undergoing 
operation for unrelated disease; and in the third 
group, bile was removed from the gallbladders of 8 
patients with gallstones just prior to cholecystectomy. 
A marked variation between individual patients 
was found for all constituents of bile in both pregnant 
and normal women. There was no correlation of the 
various determinations in either the pregnant or 
normal group. Even when corrected for dilution or 
concentration, the correlation was not improved. The 
chloride, cholesterol, total cholate, bile salt, and base 
determinations corresponded quite closely in pregnant 
and normal groups and in all cases failed to suggest 
anything which might be construed as an alteration 
for precipitation of cholesterol and stone formation in 
pregnant women. — Harvey N. Lippman, M.D. 


Intravenous Cholangiography in Biliary Tract Dis- 
ease. GEORGE JOHNSON, JR., CHARLES PEARCE, and 
FRANK GLENN. Ann. Surg., 1960, 152: 91. 


Finpincs obtained by means of intravenous cholangi- 
ography were correlated with operative findings in 
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213 patients with biliary or pancreatic disease. In the 
presence of chronic cholecystitis the gallbladder was 
visualized in only 39 of 109 patients. The gallbladder 
could not be demonstrated by oral cholangiography 
in many of these patients. In the presence of acute 
cholecystitis, the gallbladder was not visualized in 
anv instance; however, the common duct was visual- 
ized in 22 of 39 cases. Cholangiography was attempted 
in 13 patients with acute or chronic pancreatitis. 
Visualization of the common duct was obtained in 7 
patients who had no elevation of their serum bilirubin. 
The authors believe that intravenous cholangi- 
ography as an adjunct diagnostic procedure is of 
great value in selected patients and entails little risk. 
Although calculi and other abnormalities of the com- 
mon duct account for the most frequent findings re- 
vealed by this measure, direct and indirect evidence 
in the diagnosis of acute cholecystitis, pancreatitis, 
cystic duct remnant, and congenital anomalies may 
also be obtained. — Harold Laufman, M.D. 


Duodenopancreatic Syndromes Associated with Bil- 
iary Tract Disease Revealed by Cholangiomano- 
metric Studies (Les troubles duodéno-pancréatiques 
associés aux affections biliaires 4 la lumiére de la 
cholangiomanométrie). A. A. ARIANOFF. Acta gastro- 
enter. belg., 1960, 23: 188. 


In A SERIES of 781 surgical interventions on the biliary 
tract under cholangiomanometric control, pancreatic 
dysfunction was observed in 170 cases, 21 per cent. 
All patients had acute or subacute exacerbation of 
chronic cholecystitis and clinical or subclinical icterus 
was present in 30 per cent. Laboratory studies re- 
vealed a positive result of the starch test for diastase 
in the urine in about one-third of the patients, hyper- 
glycemia in about one-half, and polymorphonuclear 
leucocytosis and an elevated erythrocyte sedimen- 
tation rate in most. At operation the findings were 
generally acute cholecystitis and pericholecystitis and, 
in 4 instances, acute hemorrhagic pancreatitis. Chole- 
lithiasis was not a constant finding. These lesions, 
often grouped together, are actually distinct. The 
author’s cholangiomanometric studies led to the fol- 
lowing scheme of classification: 

1. Choledochopancreatitis: spasm of the sphincter 
of Oddi, duodenal hypertonia, absence of reflux into 
duct of Wirsung, and elevated but labile pressure in 
the common duct. 

2. Acute pancreatitis: severe spasm of the sphincter 
of Oddi, marked duodenal hypertonia, pancreatic 
duct reflux, large short common duct with pressure 
at the upper limits of normal. 

3. Residual subacute pancreatitis: spasm of the 
sphincter of Oddi and slight dilatation of the com- 
mon duct, marked duodenal hypertonia, pancreatic 
duct reflux into a dilated canal, low residual pressure 
in common duct. 

4. Odditis and inflammation of head of pancreas: 
odditis; duodenal hypotonia; marked pancreatic duct 
reflux when a common channel is present, less ex- 
tensive if channels are separate; high residual com- 
mon duct pressure. 

The pathophysiologic chain of events is as follows: 
Acute or subacute inflammation of the gallbladder, 
often with calculi present, spreads rapidly to the 
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biliary tree and the pancreas. Inflammation in the 
pancreas stimulates its hypersecretion. Pancreatico- 
biliary reflux heightens the inflammatory reaction. 
In time and in turn there follow hyposecretion and 
hypotonia of the pancreas and the setting up of a 
pancreatic reflux which is abetted by inflammation 
of the common duct. When a common channel exists 
acute, often hemorrhagic, pancreatitis may super- 
vene; more commonly subacute pancreatitis ensues. 
Persistence of disease leads to stenosis of the sphincter 
of Oddi and sclerosis of the common duct. Ultimate- 
ly, chronic pancreatitis of the head of the pancreas 
develops. 

Cholangiomanometric studies are of great value 
in ascertaining the type of biliary reflux in a given 
situation, i.e., whether the pathologic process is or 
is not reversible by surgical therapy. 

— Edwin 7. Pulaski, M.D. 


Secondary Biliary Tract Procedures. Joun W. 
Braascu. Surg. Clin. N. America, 1960, 40: 705. 


THE success of any secondary biliary tract procedure 
depends in large measure on the exposure gained of the 
pancreas, duodenum, and the gastrohepatic ligament. 
The author advises that this exposure be obtained 
through a right upper rectus vertical incision. The 
peritoneal cavity is entered at the lower end of this 
incision and the adhesions are freed from the edges of 
the wound. The hepatic flexure of the colon is released 
from its attachment to the under surface of the right 
lobe of the liver. The adhesions over the second portion 
of the duodenum are incised and the second and third 
portions of the duodenum and the head of the pancreas 
are elevated over to the aorta. The stomach and duo- 
denum are then reflected from their adhesive attach- 
ment to the under surface of the left lobe of the liver 
and to the anterior surface of the common bile duct. 
The following structures should then be defined: the 
head and neck of the pancreas, ovarian or spermatic 
vein, inferior vena cava, aorta, common duct gland, 
common bile duct, gastroduodenal gland, gastroduo- 
denal artery, cystic duct gland, and the hepatic artery. 
If exposure is not gained in this fashion, accurate 
operative diagnosis and suitable operative treatment 
cannot be attained. 

The special problem presented by the retained gall- 
bladder segment or cystic duct stump is discussed. Of 
importance is the recognition of this structure buried 
in the inevitable scar tissue and its differentiation from 
the right hepatic duct. 

A detailed description is given of the technique of 
transduodenal sphincterotomy. In this regard the ma- 
jor points include thorough elevation of the duodenum 
and head of the pancreas, identification of the ampulla 
by palpation, longitudinal duodenotomy, elevation of 
the ampulla of Vater through the duodenotomy in- 
cision, and posterior displacement of the edges of the 
duodenotomy. Special care must be taken that the duct 
of Wirsung is not occluded by any instrumentation in 
this area. The opinion is expressed that the use of a long 
T tube after transduodenal sphincterotomy is impor- 
tant for maintaining the increased size of the opening 
at the ductal-duodenal junction and that its use is 
not associated with any increase in the incidence of 
pancreatitis. 
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The Value of Cholecystography in Acute Cholecysti- 
tis with Special Reference to Nonvisualization. 
ALEX E, Pearce. Am. 7. Surg., 1960, 99: 866. 

THE AUTHOR obtained positive evidence of gallbladder 

disease in 74 of 76 patients subjected to cholecystog- 

raphy during the course of cholecystectomy for acute 
cholecystitis. Of these 76 cases, 42 showed nonvisuali- 

zation; 14, nonvisualization with opaque stones; 2, im- 

paired visualization; 8, impaired visualization with 

calculi; and 10, a functioning gallbladder with stones. 
The test is also of value in a negative sense since 
nonvisualization, which is most commonly noted in 
acute cholecystitis, and visualization with calculi allow 
for a positive diagnosis of acute cholecystitis, whereas 
the finding of a normal gallbladder excludes this. 
—Alan Thal, M.D. 


A Defense of Conservative Treatment for Acute 
Cholecystitis. Davin McCussrey and E. THursron 
TutemMe. 7. Michigan M. Soc., 1960, 59: 923. 


THE AUTHORS present a 5 year study of 345 patients 
who were treated conservatively for acute chole- 
cystitis from 1952 through 1956 at St. Joseph’s Mercy 
Hospital in Ann Arbor, Michigan. Of this group 154 
were discharged without operation being performed. 
The remaining 191 patients were operated upon dur- 
ing their hospitalization. Elective operation followed 
conservative treatment in 126 cases with 1 death due 
to a ruptured dissecting aneurysm of the abdominal 
aorta. Five cholecystostomies were performed, a rate 
of 4 per cent. The remaining 65 patients in the oper- 
ative group required urgent or emergency operations. 
Eighty per cent of the patients in this group were 
more than 50 years of age. There were 8 deaths and a 
cholecystostomy rate of 40 per cent in this group. The 
chief indication for operation in this group was that 
the progress under so-called conservative manage- 
ment was not satisfactory 

In a review of the deaths in this series the authors 
relate the mortality to surgical intervention in the 
aged patient rather than to complications of pro- 
longed conservative treatment for acute cholecystitis. 
They have endeavored to show that conservative 
treatment can produce acceptable results which will 
stand comparison with the results of immediate opera- 
tion. The discussion hinges entirely on mortality 
without any reference to the increased morbidity in- 
volved in the conservative approach recommended. 
In addition, the authors, recognizing the controver- 
sial nature of this recommended form of treatment, 
state that some surgeons of outstanding ability could 
apply the principles of immediate operation to their 
own practice with success but recommend considera- 
tion of the advantages of the conservative treatment 
for the average community hospital in which clinical 
material is not controlled as it is in large teaching 
hospitals. —Gordon F. Madding, M.D. 


Postcholecystectomy Syndrome (La sindrome del co- 
lecistectomizzato). R. Marconr and M. Orta. 
Minerva med., Tor., 1960, 51: 1189. 


THE AUTHORS report on the results of biliary surgery 
during the 4 year period 1954 to 1957 at St. John’s 
Hospital in Turin, Italy. A total of 556 patients with 
disease of the gallbladder was seen and 497 of these 


were operated upon. Cholecystectomy for cholelithia- 
sis was performed on 252, 51 of whom were men and 
201 women. 

Good results were obtained in 81 per cent, moder- 
ate improvement in 13.2 per cent, and poor results in 
5.6 per cent, 9 patients. One of the patients with a 
poor result had a duodenal ulcer and 1 had pyelone- 
phritis. A common duct stone was found in a third 
patient, who was operated upon a second time with 
good results. In the fourth patient an adhesive peri- 
cholangitis was found at operation. The remaining 5 
patients were then considered to have postcholecyst- 
ectomy syndrome. Various factors responsible for this 
syndrome are mentioned, including dysfunction of 
the papilla of Vater, dynamic biliary disequilibrium, 
neuroma, and absence of gallbladder bile. 

In the authors’ experience the constant findings at 
the operations performed for pain after cholecystec- 
tomy, excluding common duct stone, have been a 
long cystic duct remnant or pericholedochal adhe- 
sions. These conditions are due to complications or an 
error in technique and for this reason the authors do 
not believe that the so-called postcholecystectomy syn- 
drome exists. Postcholecystectomy discomfort should 
not be present if the operation was performed correct- 
ly and if there were no postoperative complications. 

—Lucian F. Fronduti, M.D. 


The Reliability of the Serum Amylase Determina- 
tion. Tuomas F. Boyp, Martua B. Boyp, and Joun 
J. Byrne. Am. 7. Digest. Dis., 1960, 5: 499. 


THE AUTHORS have thoroughly studied several factors 
which might alter the apparent serum amylase 
activity as measured by the colorimetric method of 
Somogyi. 

Serum chloride, NPN, calcium, alcohol, and bili- 
rubin levels were found not to affect the serum 
amylase activity as measured by this method. Storage 
of serum at 8 degrees C. for 12 days also caused no 
change in amylase activity. 

It was found that minute amounts of hemolysis 
markedly elevated the amylase activity levels. 
Changes in pH of the serum also altered values 
significantly but in an unpredictable direction. This 
same finding was noted if the glassware used in the 
determination was not thoroughly rinsed after clean- 
ing with some of the commonly used detergents. 

The authors further noted that duplicate deter- 
minations significantly decreased the error of observa- 
tion and recommend this as a routine procedure. 

—C. Thomas Fitts, M.D. 


The Effect of Serum Albumin on Enzyme Activity in 
Experimental Hemorrhagic Pancreatitis in Dogs. 
ARTHUR F, Geiss, ANTHONY P. SANTOMAURO, ERNEST 
MEESE, and Puitiip WELS. Am. 7. Surg., 1960, 99: 891. 


EXPERIMENTAL HEMORRHAGIC PANCREATITIS was pro- 
duced in 80 dogs in order to determine the mechanism 
of action and the effect of the intravenous use of 
serum albumin upon the course of the hemorrhagic 
pancreatitis. 

During the most severe stage of toxemia and shock, 
three groups of animals were treated with albumin, 
dextran solution, and saline solution, respectively. 
Animals receiving albumin responded much more 





quickly and recovered rapidly, whereas all animals 
that had received either dextran or saline died. Re- 
versal of proteolytic and antiproteolytic activity was 
observed 3 to 6 hours after the induction of hemor- 
rhagic pancreatitis. The levels returned to normal in 
6 hours after treatment with human serum albumin. 
It is thought that the restoration of blood volume 
and the lowering of proteolytic as well as the elevation 
of serum antiproteolytic activity contribute to the 
improved response although the mechanics by which 
this is achieved are not completely understood. 
—Stephen A. Kieman, M.D. 


The Effect of Retroperitoneal Air Insufflation on 
Pancreatic Pain (Action du retropneumopéritoine 
sur certaines douleurs pancréatiques). J. WARTER, J.- 
P. WerLL, and M. Smmter. Presse méd., 1960, 68: 903. 


Tus REPORT from Strasbourg, France deals with the 
chance observation of the authors that in the course of 
diagnostic retroperitoneal air insufflation patients 
with chronic pancreatitis occasionally experienced re- 
lief of pain. The technique, which requires the pre- 
coccygeal injection of 1,300 to 1,800 c.c. of oxygen, 
has been applied in over 200 instances as a diagnostic 
procedure for pancreatic tumors. In 5 cases of chronic 
pancreatitis the procedure seemed to give relief of 
pain, while in 1 instance no improvement occurred. 

The relief, when present, was immediate. In 2 cases 
of carcinoma of the pancreas no effect on pain was 
found. The improvement lasted a variable length of 
time, from 1 week to 18 months, and in no instance was 
the course of the disease altered. 

The authors have no explanation for the relief of 
pain by retroperitoneal insufflation of oxygen but sug- 
gest that peripancreatic gas increases pressure on the 
capsule of the gland and thereby reduces pancreatic 
edema. Whatever the explanation of its action, retro- 
peritoneal insufflation of oxygen is a valuable thera- 
peutic measure in alleviating pancreatic pain due to 
chronic inflammation. The pain of acute pancreatitis 
and carcinoma is not ameliorated. 


—John H. Wulsin, M.D. 


The Etiology of Pancreatitis. Joun M. Howarp and 
Epwarp W. Euruicnu. Ann. Surg., 1960, 152: 135. 


‘THE PURPOSE of this article was to suggest an etiologic 
classification helpful in the evaluation of patients 
with pancreatitis, to draw attention to gallstone pan- 
creatitis and alcoholic pancreatitis as definite entities, 
and to relate the natural history of these diseases. 
The classification is presented as follows: gallstone 
pancreatitis, alcoholic pancreatitis, pancreatitis with 
hyperparathyroidism, pancreatitis with familial hy- 
perlipemia, mumps pancreatitis, postoperative pan- 
creatitis, and idiopathic pancreatitis. 

The majority of patients fall into the category of 
gallstone pancreatitis. The removal of common duct 
stones will stop attacks of abdominal pain and will 
prevent further elevations of serum enzyme concen- 
trations. The removal of a noncalculous gallbladder 
as therapy for pancreatitis is, on the other hand, 
useless. 

Alcoholic pancreatitis occurs in a younger age 
group with an 8 or 10 year history of alcoholism. 
Ascites and other evidence of cirrhosis are usually 
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concomitant. In these patients definitive biliary tract 
surgery rarely results in therapeutic success. 

The term idiopathic pancreatitis is used when none 
of the other known etiologic factors can be demon- 
strated. The importance of such a designation is that 
there are other forms of this disease with etiologic 
factors yet to be determined. 

—Harold Laufman, M.D. 


Changes in the Therapy of Inflammatory Diseases of 
the Pancreas (Wandlungen in der Therapie ent- 
zuendlicher Erkrankungen der Bauchspeicheldruese ). 
E. Asano. Langenbecks Arch. klin. Chir., 1960, 293: 645. 


THE AUTHOR records his experience with trasylol, a 
new inactivator obtained from the bovine parotid 
gland, in 75 cases of acute pancreatic necrosis and 
other forms of pancreatitis. The author advocates 
laparotomy in only the 20 per cent of selected cases 
of pancreatic necrosis together with drainage and 
10,000 to 16,000 units of enzyme inactivator daily. 
During treatment of 24 patients with pancreatic 
necrosis 6 patients died, only 1 in the acute stages of 
the disease. 

The author is convinced that the early and abun- 
dant use of trypsin inactivator has reduced the 
accepted mortality rate of 50 per cent. 

—Andrew P. Adams, M.D. 


Experimental Research Regarding Therapy of Pan- 
creatic Pseudocysts (Experimentelle Untersuchungen 
zur Therapie der Pankreascysten). W. ScHEGA and 
R. ScHuttze. Chirurg, 1960, 31: 195. 


To CHECK THEIR THEORY that the pancreatitis which 
follows anastomosis of a pancreatic cyst to the stomach 
is initiated by hydrochloric acid, which causes pre- 
mature trypsin activation within the pancreas, the 
authors injected 0.1 N hydrochloric acid into the 
pancreatic duct in 6 rats. All 6 rats died within 24 
hours with severe pancreatic necrosis. Further experi- 
ments indicated that the pancreatic necrosis was in- 
deed due to premature trypsin activation and not 
simply to a direct effect on the tissue by the acid. 
Acid was injected into the pancreatic duct of 7 rats as 
previously, and a trypsin inhibitor, “‘trasylol,’ was 
injected into the duct immediately after the acid. Five 
of these rats survived and were later shown to have a 
healing pancreatitis. A remarkable finding in 3 of the 
survivors was the presence of a typical pancreatic 
pseudocyst. In a third group of rats, the trypsin in- 
hibitor was injected intraperitoneally daily for 2 days 
before and for 6 days after instillation of hydrochloric 
acid into the pancreatic duct. Four of 6 rats survived. 

The authors suggest the following treatment for 
pseudocysts of the pancreas: Internal anastomosis of 
the cyst should preferably be to the stomach. Secre- 
tions from the upper gastrointestinal tract should be 
inhibited by atropine or diamox during the first few 
postoperative days. A double lumen tube for naso- 
gastric suction, properly placed during the operation, 
should be used to aspirate fluid from the cyst and 
from the stomach during the immediate postoperative 
period until the abdominal wound permits the pa- 
tient to be placed in the prone position. Periodic prone 
positioning should be accomplished for 2 weeks. At 
the end of that time, the cyst should be collapsed and 
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partially obliterated. Trypsin inhibitor should be 

given in adequate doses for 2 days prior to the opera- 

tion and for 2 or 3 weeks after the operation. 
—Elmer V. Dahl, M.D. 


Pseudocysts of the Pancreas, WiLt1AM H. Ers and 
ELMER L, Grimes. Am. 7. Surg., 1960, 100: 30. 


THE AUTHORS PRESENT 17 cases of pseudocysts of the 
pancreas from the Philadelphia General Hospital, 


Philadelphia, Pennsylvania, and Our Lady of Lourdes © 


Hospital, Camden, New Jersey. Preoperative hos- 
pitalization averaged 23 days and the total hospital 
stay was 53.1 days. Diagnosis is not difficult if there is 
a clear cut history of episodes of pancreatitis followed 
by the appearance of a mass. Six of these patients had 
no mass. Pain, varying from a sense of fullness to a 
constant boring severe upper abdominal pain referred 
to the back, was present in all but 1 patient. Eight of 
these patients showed some pleural effusion, but amyl- 
ase determinations on the fluid were not made. Seven 
patients had either gross hematemesis or melena. 

In this series, 9 pseudocysts were drained, 4 pa- 
tients underwent subsequent surgical therapy else- 
where. Two had concomitant drainage of the cyst and 
division of the sphincter of Oddi. ‘Two pseudocysts 
were resected. One patient had a Roux en Y cystoje- 
junostomy and 3 underwent cystogastrostomy. The 
authors’ preference is transgastric cystogastrostomy 
because of the ease and rapidity of the operation, 
complete decompression of the cyst, rapid recovery of 
the patient, and absence of external drainage. 

After the subsidence of acute symptoms in known 
cases of pancreatitis, an early true lateral roentgeno- 
graphic view of the stomach is indicated to give a 
baseline measurement of the retrogastric space. 
Formation of a pseudocyst may thereby be suspected 
before the patient goes on to the relatively late stage 
characterized by a palpable mass. 

Four of the cases are presented in detail. 

—David E. Hallstrand, M.D. 


Islet Cell Tumors and Peptic Ulcers. WALTER C., 
MacKenzie and Stevens T. NorvELL, JR. 7. R. Coll. 
Surgeons Edinburgh, 1960, 5: 191. 


Tue AUTHORS describe in detail and with clarity 3 
cases of the Zollinger-Ellison syndrome. These 3 cases 
emphasize that the presenting clinical syndrome is 
that of peptic ulcer or one of its complications; the 
ulcer is very severe and frequently fatal and related 
to high gastric secretory volume with very large 
amounts of free acid. The primary ulcer is often in an 
unusual location and multiple ulcers are frequently 
present when the patient is seen for the first time. The 
fulminating course of the peptic ulcer and the failure 
of repeated surgical procedures to prevent its compli- 
cations are typical of the syndrome in the majority of 
cases. Diarrhea with a peptic ulcer was noted in all 3 
patients reported. 

In a thorough discussion, the authors decide that 
gastric hypersecretion is not related to the tumor 
since apparently complete excision of the islet cell 
tumor is frequently unsuccessful in controlling the 
ulcer. There likewise appears to be no fully established 
relationship between an internal secretion of the pan- 
creas and gastric secretion. Insulin is ruled out be- 


cause only a few of the reported patients have been 
hypoglycemic and the tumors seldom contain beta 
granules. Glucagon inhibits both gastric secretion and 
gastric motility in man and dogs. If the intense gastric 
secretory activity seen in the Zollinger-Ellison syn- 
drome is not attributable to the islet cell tumors, it is 
possible that it is somehow related to the associated 
endocrine gland lesions seen in this syndrome. Adeno- 
mas and hyperplasia have been noted involving the 
anterior pituitary, the parathyroids, and the adrenal 
cortex, singly or in combination. Although the gastric 
hypersecretion is not the proved result of either the 
islet cell tumor or of any single associated endocrine 
lesion, it is possible that all of these abnormalities are 
a result of some further and unknown cause and the 
ultimate determinant of the syndrome may well have 
a constitutional or genetic basis. 

The: authors recommend very radical, but not 
total, gastrectomy combined with vagotomy as the 
treatment of choice in an effort to produce achlor- 
hydria. They readily agree that this particular type 
of peptic ulcer is highly lethal and many patients 
would probably be alive today if they had had total 
gastrectomy early in the course of their series of oper- 
ative procedures. On the other hand, they point out 
that there are a number of survivors who have ap- 
parently been cured of their ulcer tendency after a 
fairly radical subtotal gastrectomy combined with 
vagotomy and they favor the latter course. 

—Lloyd D. MacLean, M.D. 


Pancreatic Sclerosis Without Calcification and Papil- 
litis of the Sphincter of Oddi (Les scléroses évolu- 
tives du pancréas sans calcifications ni oddite). HENRI 
SARLES, JEAN-CLAUDE SARLES, and RAYMOND Mura- 
TORE. Presse méd., 1960, 68: 1007. 


THIS REPORT concerns a subgroup of chronic pan- 
creatitis cases demonstrating similar features. In the 
authors’ experience, the unitarian concept of chronic 
relapsing pancreatitis is not valid. 

In a group of 10 patients of an average age of 61.4 
years, with no sexual preponderance and no history 
of excessive alcoholic intake, pancreatic sclerosis was 
associated with neither calcification nor obstruction 
of the sphincter area. In 8 patients in whom different 
degrees of obstruction of the duct of Wirsung were 
seen, this was considered to be the result rather than 
the cause of pancreatic sclerosis. The clinical course 
was similar to that of other chronic pancreatitides and 
commonly was protracted. The infectious origin was 
suggested in some patients by the recurrent bouts of 
temperature elevations, increased sedimentation rate, 
and hyperglobulinemia of above 40 per cent in 2 pa- 
tients. Operative cholangiograms showed compres- 
sions of the common duct by the diseased pancreatic 
gland in 7 cases. The various pancreatic drainage op- 
erations used in these patients are not discussed in de- 
tail, but the results admittedly were poor in all of 
the cases. 

The clinical evolution and anatomic characteristics 
typified by foci of necrosis with inflammatory exudate 
suggested to the authors that autoimmunization is a 
possible etiologic factor in view of the inability to dis- 
cover any causative bacterial agents. 

—Karel B. Absolon, M.D. 
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Calibrated Papillosphincterotomy (Papillosphinctéro- 
tomic calibrée). Joao DE REsENDE ALVEs. Presse méd., 
1960, 68: 875. 


Since November, 1952, the author has used a tech- 
nique known as calibrated sphincterotomy in 67 in- 
stances in a total series of 369 operations on the biliary 
tract. Twenty-five of the patients undergoing papil- 
losphincterotomy had been previously operated on 
and 42 were operated upon for the first time. 

The author’s technique consists of mobilizing the 
gallbladder and placing a cannula in the cystic duct 
for cholangiography. Next the common bile duct is 
opened longitudinally, and a malleable probe 2 mm. 
in diameter is introduced. A suture is passed through 
the bile duct on the probe; the suture is then placed 
around a sound and used to pull the sound into the 
papilla of Vater. As the sound is pulled into the 
duodenum, the papilla bulges and at the point of the 
bulge it is incised so as to accomplish a sphincterot- 
omy. The size of the sound at the point when the 
sphincter is cut determines the size of the new open- 
ing. 

hiveneeiee of the procedure consist of the follow- 
ing: (1) Only a single section is made in the sphincter; 
(2) calibration of the sphincter is exact; (3) the poster- 
ior portion of the duodenum is not opened; (4) suture 
is not necessary; (5) adequate visualization of the 
sphincter of Oddi is accomplished; (6) drainage of the 
bile duct is not necessary; (7) only a small transverse 
opening in the anterior duodenum is required; (8) 
visualization of the sphincter permits diagnosis of 
other organic lesions which may be present; (9) the 
operation is particularly useful in cases of fibrosis, in- 
flammation, stones, and biliary dyskinesia; (10) pas- 
sage of small stones through the sphincter is facilitated 
by the procedure; (11) removal of small stones from 
the duct of Wharton is also facilitated; (12) pan- 
creatography is made possible by the method; (13) the 
procedure is useful in cases of pancreatitis; and (14) 
no special instrument is necessary. The procedure can 
be done with a No. 18 French urethral sound and a 
malleable stylet of 2 mm. in diameter. 

—Frederick W. Preston, M.D. 


Preoperative Management in Carcinoma of the Head 
of the Pancreas and of the Papilla (Operationsvor- 
bereitung bei Pankreaskopf- und Papillenkarzinom). 
G. Castictioni and E. Pizzecco. Zbl. Chir., Leipzig, 
1960, 85: 564. 


Tue auTuors, of the Surgical Department of the Uni- 
versity of Padua, Italy, discuss the disturbances of 
metabolism and of the liver, blood, and kidney, ob- 
served in patients with carcinoma of the head of the 
pancreas and of the papilla. To strengthen the weak- 
ened patient and to reduce the high mortality in these 
conditions after laparotomy they suggest a special diet 
and supplementary drugs in the preoperative period. 
The diet is of a high caloric, high carbohydrate 
content and should include 350 to 450 gm. of carbo- 
hydrate, 60 to 80 gm. of fat, and 180 to 220 gm. of 
protein. Vitamin depletion should be corrected by 
multivitamin drugs containing vitamin A, 5,000 
units; thiamine, 10 mgm.; riboflavin, 6 mgm.; vitamin 
1 6 megm.; vitamin C, 300 mgm.; D, 400 units; 
and vitamin K, 20 mgm. 
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This regimen often leads to marked success and 
weight gain within 5 to 10 days. In some cases, such as 
persistent emesis, feeding with duodenal or jejunal 
tube may be necessary, and transfusions of fresh 
blood, plasma, or protein hydrolysates may be in- 
dicated. — Werner M. Solmitz, M.D. 


Palliative Intervention for Neoplasm of the Head 
of the Pancreas (Considerazioni su 97 interventi 
palliativi in casi di neoplasia cefalo-pancreatica). E. 
Pizzecco. Chir. Italiana, 1959, 11: 634. 


Or 123 OBSERVED PATIENTS who were not regarded as 
radically operable, a re-establishment of the bile flow 
was attempted in 97; in addition, re-establishment of 
the free permeability of the digestive tract was at- 
tempted in 32 instances. In this manner the number 
of simple exploratory procedures was limited to the 
greatest extent possible as was the number of patients 
excluded from any form of operation, the latter total- 
ing 26 patients. 

The rehabilitation of the digestive tract usually con- 
sisted of a gastrojejunostomy with, in some instances, a 
derivation-exclusion of the bile flow by means of a 
Braun’s or a Y anastomosis. In the attempt to re- 
establish the bile flow, the bile was conducted im- 
mediately to the surface in 20 patients, mortality 10 
per cent; a cholecystogastrostomy was performed in 
21, mortality 29 per cent; a cholecystojejunostomy in 
28, mortality 28.6 per cent; a cholecystoduodenos- 
tomy in 2, mortality 0 per cent; a cholecystostomy in 
5, mortality 40 per cent; a choledochojejunostomy in 
4, mortality 50 per cent; and a choledochoduoden- 
ostomy in 5, mortality 40 per cent. 

The author believes that, in all patients who are not 
radically operable, the biliary and gastroenteric 
derivations should be used systematically and early 
in the course of the neoplastic disease, since they do 
provide palliation, frequently seeming to offer the 
sufferer a “‘new lease on life.”’ However, the author 
still asserts that in all instances the radical interven- 
tion is the best palliative procedure. 

— John W. Brennan, M.D. 


Surgical Treatment of Carcinoma of the Head of the 
Pancreas and the Papilla of Vater (Risultati e 
prospettive nella chirurgia dei carcinomi della testa 
del pancreas e della papilla di Vater). G. CAsTIGLIONI. 
Chir. pat. sper., Milano, 1960, 8:1. 


THE AUTHOR reviews the literature with the aim of 
comparing the results obtained with radical surgery 
versus conservative methods for the treatment of car- 
cinoma of the papilla of Vater, of the peripapillary 
region, of the distal portion of the common bile duct, 
and of the head of the pancreas. A total of 550 cases 
has been reviewed. Whipple’s operation is the inter- 
vention of choice for tumors arising from the papilla 
of Vater and adjacent areas. This operation is less 
satisfactory for tumors of the head of the pancreas. 
The operative death rates are 13 and 26 per cent, 
respectively. In the most recent series, however, 
operative mortality was reduced to 10 to 15 per cent 
in cases of extrapancreatic neoplasms. Among the 
most common causes of death are: hepatorenal 
failure, 27 per cent; pancreatic fistula; peritonitis; 
and hemorrhage. The 5 year survival rate is 23 to 27 
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per cent for the papillary and the peripapillary tu- 
mors and 6 per cent for the neoplasms of the head 
of the pancreas. 

The late results of radical surgery are less satisfactory 
when the neoplasm is highly malignant and when it 
has already invaded the mesenteric veins and the 
retroperitoneal lymph nodes. Involvement of these is 
manifested clinically by the presence of lumbar pain. 
Whipple’s operation should be preferred even for 
localized tumors of the papilla of Vater since in 90 
per cent of the cases neoplastic cells are found along 
the edges of the resected specimen when excision is 
limited. The management of the patient after the 
intervention is related mainly to the problem of nu- 
trition and the resulting diabetes. 

— Maria Serratto, M.D. 


SPLEEN 


Rupture of the Spleen (Ruptura del bazo). Jorce F. M. 
GmpattT!I and Pepro E. Mo.inart. Prensa méd. argent., 
1959, 46: 1879. 

A sertgs of 27 patients with rupture of the spleen 
treated on the surgical service of the Policlinico San 
Martin, Buenos Aires, Argentina is reported. The im- 
portance of early diagnosis is emphasized. The nature 
of the trauma, the associated injuries, the characteris- 
tics of the localized pain, and the clinical and roentgen- 
ographic examination of the abdomen are all discussed 
in relation to their importance in confirming a diag- 
nosis of rupture of the spleen. 

In considering the details of the technique in re- 
lation to the surgical problem the advantage of the 
transverse approach is discussed together with the 
technical problems encountered in ligation of the 
pedicle. The importance of dealing with the short 
pedicle by ligature of the arterial supply nearer the 
pancreas and stomach is emphasized as also is the im- 
portance of adequate positioning of the patient for 
operation, the gastric intubation prior to anesthesia, 
and the indications for drainage. 

—W. Foster Montgomery, M.D. 


Splenectomy in Idiopathic Pancytopenia with Anemia 
and Without Clinical Splenomegaly (La splénec. 
tomie dans les pancytopénies idiopathiques). Jray 
Omer and Yves Carcassonn_E. Presse méd., 1960, 68: 
857. 


Tue cases of 15 patients suffering from normochromic 
anemia associated with leucopenia and neutropenia 
are reported. There was no apparent etiologic factor, 
Drug poisoning with chloramphenicol, pyramidon, 
or other agents was ruled out as an etiologic factor in 
each patient. There were 8 men and 7 women. 

Symptoms and signs consisted of weakness and 
purpura. The result of physical examination was 
negative except for purpura in all patients. The 
spleens were clinically normal. Edema, oliguria, and 
dyspnea were symptoms in advanced cases. 

The patients had 2,500,000 red blood cells per 
cu. mm. or less. Two patients had less than 1,000,000 
red blood cells per cu. mm. White blood cell counts 
were less than 3,000 and a few patients had counts of 
less than 1,000. A few patients had thrombocytopenia. 

Twelve patients had hyperplastic bone marrow and 
in these there was a normoblastic reaction. In 3 pa- 
tients in whom the disease was advanced, the bone 
marrow was hypoplastic. There was no evidence of 
hemolysis. The usual methods of antianemia therapy 
were not effective in these patients. Blood transfusions 
were usually not effective and cortisone had no effect. 

Splenectomy was performed in each case. There 
was 1 postoperative death. The spleens were normal 
in size or slightly larger than normal. Histologically, 
no abnormality was found in most cases. There was 
evidence of congestion in some. In 6 patients the 
natural progress of the disease was not altered by the 
splenectomy. Three of these patients are dead and 
the conditions of the other 3 are slowly worsening. 

In 8 patients the result was good. In 5 of these, 
there was complete reversion to normal of the clinical 
and hematologic status. In 3 there was marked im- 
provement, but the blood counts and bone marrow 
did not revert completely to normal. Follow-up varied 
from 2 to 13 years. © —Frederick W. Preston, M.D. 
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SURGERY OF THE FEMALE REPRODUCTIVE SYSTEM 


UTERUS AND ADNEXA 


The Control of Intractable Pelvic Hemorrhage by 
Ligation of the Hypogastric Artery. SamuEL S. 
BinpER and GeorcE A, MitcuHELL. South, M. F., 1960, 
53: 837. 


WHEN HEMORRHAGE from the female reproductive 
tract cannot be controlled by ordinary means, ligation 
of one or both hypogastric arteries should be con- 
sidered. This procedure is effective when other meth- 
ods have failed, fairly simple to perform, and with- 
out many complications. The fear that ligation of the 
principal blood supply to pelvic viscera will be fol- 
lowed by ischemic necrosis is not justified, because 
this area is protected by a rich collateral blood supply. 

The authors detail 4 cases in which ligation of the 
hypogastric arteries proved highly satisfactory in dif- 
ficult situations. They point out that both transperi- 
toneal and extraperitoneal approaches to the artery 
can be used. Among the possible indications for hypo- 
gastric artery ligation are mentioned (a) uncontrol- 
lable bleeding from carcinoma of the cervix or endo- 
metrium, (b) severe hemorrhage at the time of pelvic 
surgery, and (c) the control of postoperative bleeding 
after pelvic operations. 

In addition, ligation has been used to facilitate rad- 
ical hysterectomy, and this might well prove to be its 
major indication. —Lester T. Hibbard, M.D. 


Pseudopregnancy Induced by Progesteroids in the 
Treatment of Uterine Hypoplasia (Sulla terapia 
dell’ipoplasia uterina mediante provocazione della 
pseudogravidanza coi nuovi progesteroidi). A. Mic- 
LIAVACCA. Ann. ostet. gin., 1960, 82: 490. 


FIFTEEN PATIENTS with uterine hypoplasia were 
treated at the obstetric and gynecologic clinic of the 
University of Cagliari, Cagliari, Italy. 

The dosages used were ethinyl estradiol, 0.05 mgm. 

orally every 8 hours, for 2 or 3 doses, and 6-a-methyl- 
17-a-hydroxyprogesterone acetate orally, 3 doses of 10 
mgm. each daily, for the first week, the latter medi- 
cation then increased during the second week to 2 
doses of 10 mgm. each and 1 of 20 mgm. During the 
third week 2 doses of 20 mgm. each were adminis- 
tered daily and, finally, during the fourth week 3 
doses of 20 mgm. of 6-a-methyl-17-a-hydroxyproges- 
terone acetate were administered. 
_ Ultimate results are not yet available; however, the 
immediate results were found to consist of an increase 
in size of the uterus; the hysterometric values were in- 
creased to two-thirds of the normal and occasionally 
were doubled. The hysterosalpingographic examin- 
ations showed on the average an increase in amplitude 
of the uterine cavity and, at times, even a modifica- 
tion of the shape of the uterine cavity. There was bet- 
ter visualization of the tubal angles and a lessening of 
the acuteness of the corpocervical angle. 

In 2 cases conception occurred during the course of 
the hormonal therapy and in another case the con- 
ception occurred immediately after the patient re- 
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turned to her home. In these patients the endometrial 
examinations disclosed different phases of the secre- 
tive stage of the menstrual cycle, without, however, 
any response of a decidual-like character. 

The author believes that this therapy is indicated in 
genital hypoevolution, especially in instances of 
uterine hypoplasia, conditions which are usually im- 
proved by the occurrence of a normal pregnancy. 

— John W. Brennan, M.D. 


Surgical Management of Complete Prolapse of the 
Uterus and Vagina. Epwarp H. CopeNnnaver. Surg. 
Clin. N. America, 1960, 40: 743. 


CoMPLETE INVERSION of the uterus and vagina requires 
a definitive operation which differs from the usual 
vaginal hysterectomy and repair. Symptoms of pro- 
lapse include a bearing-down discomfort, bleeding, or 
discharge and those symptoms resulting from bladder 
displacement. Ureteral obstruction and malignant dis- 
ease of the cervix can occur. 

The use of a pessary is suggested for women in the 
childbearing age group and in those who cannot tol- 
erate an operation. For the surgical correction of com- 
plete prolapse of the uterus, the following procedures 
are recommended in order of the author’s preference: 

1. The composite operation of Spalding and Rich- 
ardson, with interposition of the ligaments if increased 
support is necessary. A careful repair of cystocele, 
rectocele, and enterocele must be carried out to insure 
success. The advantage of this operation is the main- 
tenance of a strong bridge of tissue at the weakest 
potential point—the vaginal apex. 

2. Total vaginal hysterectomy with extensive an- 
terior and posterior repair. To insure a good result 
three technical details are emphasized: a special effort 
must be made to expose and repair an enterocele with 
good approximation of the uterosacral ligaments; any 
defect between the anterior repair and the approx- 
imated uterine ligaments must be closed; and the 
posterior repair must extend from the introitus to the 
uterosacral ligaments. 

3. A partial colpocleisis or Le Fort’s operation in the 
elderly, poor risk patient. 

Although the interposition operation of Watkins is 
effective, its use is not recommended because of the 
difficulties that may be encountered when future uter- 
ine disease is investigated. 

For complete prolapse of the cervical stump, vaginal 
cervicectomy and extensive repair, as outlined in the 
discussion of vaginal hysterectomy, are applicable with 
one exception: the cervix should be peeled free as far 
as possible by blunt dissection and then divided with 
heavy clamps. An attempt to remove every remnant of 
the cervical stump adds nothing to the result, but 
greatly increases the danger of damage to the ureters 
and bladder. 

The prolapsed vagina is treated simply by colpocleisis 
when there is no further desire for sexual activity; 
otherwise, abdominal suspension using strips of rectus 
fascia is preferred. —Lawrence I. Bernard, M.D. 





462 International Abstracts of Surgery - November 1960 


Prognostic Factors in Radioresistant Cervical Cancer, 
Beaury C. Burns, JR., and C. BERNARD BRACK. Obst. 
Gyn., 1960, 16: 1. 

THE AUTHOR makes a strong plea for early, frequent 

follow-up after radiation therapy for cervical cancer 

in order to improve survival rates for recurrent dis- 
ease. 

When an experienced observer suspects the recur- 
rence of cervical cancer after radiation therapy, he is 
probably correct in 88 per cent of instances despite 
the absence of pathologic proof. 

If he awaits positive biopsy findings before attempt- 
ing operation, he will miss more than 50 per cent of 
the recurrent lesions. If proof is not obtained within 2 
months of the first clinical suspicion, 81 per cent of 
patients suspected of recurrence will not live a year. 

If operation is not performed within 6 months after 
recurrence is first clinically suspected, 17 to 28 per 
cent of patients will then be inoperable. 

—M. Leon Tancer, M.D. 


Evaluation of Results of Cancer Cervix Cases Treated 
by Mitra’s Technique. T. K. Guosu. 7. Obst. Gyn. 
India, 1960, 10: 287. 


SELECTED PATIENTS with carcinoma of the cervix are 
treated by primary operation at the Chittaranjan 
Cancer Hospital in India. Since 1951, Schauta’s 
operation has been entirely supplanted by the tech- 
nique of Mitra. This procedure consists of a prelimi- 
nary extraperitoneal mobilization of pelvic regional 
lymph nodes followed by a radical vaginal hysterec- 
tomy which includes an en masse removal of the 
mobilized lymphatic structures. 

In the author’s opinion the results have been satis- 
factory. Among 216 patients the over-all operative 
mortality was 3.6 per cent and the corrected mortality 
was 1 per cent. Complications were few. There were 
no ureteric fistulas and only two vesicovaginal fistulas; 
in both of these cases the patients had received radium 
prior to operation. The 5 year salvage of 114 patients 
was: stage I, 66 per cent; stage II, 53 per cent; and 
stage III, 43 per cent. A comparison of the results in 
patients with stage I and stage II lesions treated by 
radiation therapy during the years 1950-1951 gives 
the following 5 year salvages: surgery, 32 patients, 
65.6 per cent; and radiation therapy, 78 patients, 
46.4 per cent. 

The operation has proved reasonably safe even for 
stout patients, or other bad risk cases. Because the 
ovarian and uterine vessels are ligated during the 
extraperitoneal dissection, associated pelvic lesions 
such as fibroids and cysts do not complicate the 
operation. —Lester T. Hibbard, M.D. 


Surgical Treatment of Cervicouterine Carcinoma 
(Estado atual do tratamento cirirgico do carcinoma 
cérvico-uterino). José Mepina. An. clin. gin. fac. univ. 
S. Paulo, 1954-1958, 6: 43. 


THE AUTHOR reports the experience of the Department 
of Gynecology, University of Sao Paulo, Brazil, in the 
treatment of cervicouterine carcinoma. Of 6,058 pa- 
tients examined there during a 10 year period (1948- 
1957), 613 had carcinoma of the cervix. 

The routine treatment of stage O carcinoma was 
amputation of the cervix and curettage of the cervical 


canal. If microscopy showed invasion, hysterectomy 
was performed; otherwise, the patient was observed 
periodically. 

Carcinoma at stage I was generally treated by 
hysterectomy, either vaginal (Schauta) or abdominal, 
the latter complemented by lymphadenectomy (Wer- 
theim or Wertheim-Meigs). Although it is true that 
21 to 22 per cent of the patients with lymph node 
metastases were cured by lymphadenectomy, the 
procedure had certain disadvantages—among them 
the occurrence of ureteral fistulas. In 216 cases in 
which lymph node dissection was carried out the author 
had 9.2 per cent of urinary fistulas. The trend is 
to do away with complementary lymph’ node dissec- 
tion. Efforts are made to select cases which will re- 
spond satisfactorily to preoperative irradiation. 

For stage II carcinoma the treatment was either 
surgical intervention or radiation therapy; the latter 
was used in the majority of cases. 

For stage III carcinoma irradiation was used in 
every instance. 

Stage IV tumors were considered untreatable; a 
few only of the patients with stage IV tumors re- 
ceived palliative irradiation.— Mansur Taufic, M.D. 


The Evaluation of Lymphadenectomy in Therapy 
of Cervical Cancer. LANGDON Parsons, FRANK 
CESARE, and GILBERT FRIEDELL. Ann. Surg., 1960, 
151: 961. 


METICULOUS EXAMINATION of surgical and autopsy 
material demonstrates that cervical cancer is pri- 
marily a localized disease. The common finding is 
spread of tumor tissue to the paracervical and para- 
vaginal areas by direct extension in perineural and, 
less often, perivascular spaces. 

Metastasis to regional lymph nodes is far less fre- 
quent. In the experience of several authoritative in- 
vestigators, the incidence of regional node involve- 
ment is no more than 16 per cent. Even in those pa- 
tients classified as radiation failures, the incidence is 
only 38 per cent. However, when regional nodes are 
involved the chances of cure are slight. With primary 
surgery the 5 year salvage is 20 per cent, and with 
secondary surgery after radiation failure the salvage 
is zero. 

This suggests that success or failure in therapy for 
cancer of the cervix, whether by surgical intervention 
or radiation, will depend on how well one treats the 
local disease in the cervix and the adjacent paracervi- 
cal and paravaginal tissues. 

—Lester T. Hibbard, M.D. 


Details of Pelvic Exenteration Evolved During an 
Experience with 75 Cases. Ropert L. Scumitz, 
Hersert E. Scumitz, Cuarzes J. Smiru, and Joun J. 
Moutror. Am. 7. Obst., 1960, 80: 43. 


PELVIC EXENTERATION, anterior, posterior, or com- 
bined, is indicated when cervical cancer recurs or the 
results of severe radionecrosis are incompatible with 
continued well-being. 

It is contraindicated in those patients who have re- 
ceived inadequate primary radiation and in those 
with metastases outside of the area of exenteration. 

Preoperative preparation should include a thorough 
medical evaluation, bowel preparation, intestinal de- 
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compression, cannulization of an ankle vein, and 
blood, if necessary. 

Total exenteration, rather than partial, is suggested 
for patients with previous irradiation, in order to 
avoid recurrence in the vaginal septa. This procedure 
takes a minimum of 3 to 4 hours, and the patient re- 
ceives a minimum of 1,000 c.c. of whole blood. 

A hypotensive technique using arfonad is recom- 
mended in order to save blood and prevent shock. It 
is discontinued during the reconstructive phases of the 
operation. ' 

Synchronous abdominoperineal approaches using 
two surgical teams have been used in more than 50 
per cent of total exenterations. 

Recently, an attempt to provide a pelvic lid with a 
foreign body such as ivalon, marlex, or tantalum mesh 
has been used to avoid secondary intestinal compli- 
cations after total exenteration. Urinary diversion is 
most often accomplished by using ileal or sigmoid 
bladders. 

The authors’ series of 75 patients includes an early 
mortality rate of 23 to 28 per cent. In the 51 opera- 
tions which were performed more than 2 years ago, 
the potential 5 year survival is 18 per cent. 

—M. Leon Tancer, M.D. 


Therapy of Surgical Lesions of the Ureter in Women 
(Conduta terapéutica nas lesdes cirdrgicas do uréter 
em ginecologia ). Jost RopERTO AzEvEDO. An. clin. gin. 
fac. univ. S. Paulo, 1954-1958, 6: 255. 


THE THERAPEUTIC PRINCIPLES that were followed in 6 
cases of injury to the ureter are discussed. These pa- 
tients were observed and treated at the Urologic Clinic 
of the University of Sao Paulo, in Brazil. In no case 
was the lesion bilateral. 

In 4 of these 6 patients the lesion was low, that is, it 
was a ureterovaginal fistula. In the other 2 patients 
the lesions were high and were located more than 5 
cm. above the ureteral meatus. These were treated by 
end-to-end anastomoses. In 1 of these 2 cases the 
kidney had to be removed secondarily; in the other the 
operation was successful. 

The period of time between the original operation, 
when the fistula was produced, and the appearance of 
the urinary leak was 10 days in 2 instances, 15 days in 1 
instance, 19 days in 1 instance, and in the remaining 
patient the fistula was discovered during the original 
operation. These periods are longer than those gen- 
erally reported in the medical literature. Of the 5 pa- 
tients whose lesions became evident in the postopera- 
tive period, 3 had pain in the lumbar region as the 
first symptom; in the remaining 2 the fistula was the 
first evidence of the ureteral lesion. 

— John W. Brennan, M.D. 


Antagonism and Synergism of Hormonal Steroids 
(Antagonismi e sinergismi tra steroidi ormonali). G. 
Hecut-Lucart. Ann. ostet. gin., 1960, 82: 435. 


THIS ARTICLE is an extensive review of the current 
knowledge on the subjects of antagonism, synergism, 
dependence, and indifference of hormonal steroids. 
lhe discussion is subdivided into: interaction among 
progestogens, interaction of estrogens and proges- 
togens, of progestogens and androgens, of proges- 
togens and corticoids, of estrogens and nonsteroid 


estrogens and “anti-estrogens”, of estrogens and 
androgens, of estrogens and corticoids, among andro- 
gens, of androgens and corticoids, among corticoids, 
and of various antimetabolites. 

The author stresses the point that the study of the 
antagonism and synergism of hormonal steroids is of 
importance from the physiologic standpoint because 
of a possible buffer action of certain circulating 
catabolites of the steroid hormones and from a 
pharmacologic standpoint owing to the fact that, for 
each synthetic steroid employed in therapy, the 
possible antagonistic and synergistic properties must 
be known, both with respect to the hormone to be 
substituted and to the other ones. 

— Maria Serratto, M.D. 


Feminizing Tumors of the Ovary (Tumores feminiz- 
antes do ovario). CARLOs ALBERTO SALVATORE. An. 
clin. gin. fac. univ. S. Paulo, 1954-1958, 6: 311. 


ELEVEN cases of feminizing tumors of the ovary are 
discussed, essentially from the clinical standpoint. Five 
were granulosa cell tumors, and 6 were thecomas. In 
the entire series the ages of the patients ranged from 
30 to 70 years; the ages of those with thecomas ranged 
from 32 to 56 years. Of the 11 tumors only 4 (2 
granulosa cell tumors and 2 thecomas) developed in 
women during the menopause. In the menstruating 
group the predominating symptom was amenorrhea; 
in the menopausal group the predominating symptom 
was metrorrhagia. Of this last group, 1 patient had a 
granulosa cell tumor and the 2 other patients had 
thecomas; all manifested the metrorrhagia after long 
periods of menopause. 

One of the thecoma patients with clinical signs of 
malignant disease (pallor, debility, and emaciation) 
had a cystoadenocarcinoma of the opposite ovary. The 
6 cases in which the endometrium was examined 
histologically included 1 granulosa cell tumor that 
exhibited cystic glandular hyperplasia of the endome- 
trium and 5 thecomas. Endometrial hyperplasia was 
noted in 2 of these, atrophic in 1, endometrium in the 
proliferative phase in 1, and 1 was associated with 
malignant adenoma of the endometrium. 

The treatment was always surgical and consisted of 
unilateral adnexectomy in the young women; in the 
women who were more than 40 years of age the treat- 
ment always consisted of bilateral adnexectomy with 
total hysterectomy followed by irradiation therapy. It 
would appear that the granulosa cell tumor is more 
radiation sensitive than is the thecoma. 

— John W. Brennan, M.D. 


Special Aspects of Surgical Intervention for Malig- 
nant Ovarian Neoplasms (I particolari aspetti della 
chirurgia dei tumori maligni dell ’ovaio). Luicr 
Cattaneo. Clin. ostet., 1960, 62: 129. 


THE AUTHOR reports on a personal series of 579 
ovarian cysts and 291 ovarian tumors. Of these, 119 
were malignant. The age distribution of the 291 pa- 
tients with ovarian tumors was as follows: second 
decade, 5; third decade, 58, fourth decade, 78; fifth 
decade, 66; sixth decade, 59; and seventh decade and 
over, 25. Operation was performed upon 117 patients 
with malignant tumors. Of these, 50 or 42.7 per cent 
had radical surgery. Palliative surgery was performed 
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upon 37 patients, 31.7 per cent, and explorative 
laparotomy in 30, 25.6 per cent. The mortality rate 
was 8 per cent in the first group, 10.4 per cent in the 
second group, and 23 per cent in the third and last 
group. 

The author stresses the importance of the removal 
of the omentum, this organ being most frequently 
and most rapidly invaded by metastases, in order to 
obtain a longer survival period. 

— Maria Serratto, M.D. 


Tubal Insufflation (Estudo critico da insuflagdo tu- 
baria). FRANZ MULtErR. An. clin. gin. fac. univ. S. Paulo, 
1954-1958, 6: 227. 


More THAN 400 INSUFFLATIONS have been carried out 
at the Sterility Clinic of the University of SAo Paulo 
in Brazil. Various apparatus have been used; the 
“‘synograph” of Weisman and the “‘quimograph” of 
Bonnet have been preferred. 

The simplest gas for insufflation purposes is, of 
course, atmospheric air; all that is needed is the proper 
insufflation catheter. Furthermore, its dangers, such 
as pulmonary air embolism, are frequently overexag- 
gerated. Death of the patient undergoing tubal insuf- 
flation has occurred with the use of air, however, and 
this fact certainly demands caution on the part of the 
examiner. In the author’s experience, no matter which 
gas is used, the injection pressure for diagnostic pur- 
poses need not exceed 200 mm. Hg, that is, he believes 
that any spastic resistance encountered may be over- 
come by prolonging the pressure at a lower level than 
the upper limit mentioned. 

A further disadvantage of atmospheric air is its 
extremely irritating quality when introduced into the 
peritoneal cavity; in fact, it can hardly be used for 
quimography, since in the amount needed for this 
type of examination it would render the patient too 
uncomfortable. This irritable quality may, however, 
be turned into a secondary advantage in that, in some 
instances of stenosis of the tubal lumen when some 
doubt may arise as to the actual permeation of the gas 
into the peritoneal cavity, the characteristic early 
symptom of shoulder pain (irritation of the phrenic 
nerve) may be elicited sooner with atmospheric air 
than with the blander carbon dioxide. In the author’s 
cases, immediate omalgia occurred in 67 per cent of 
the cases in which air was used, and in 60 per cent of 
those in which carbon dioxide was used; when suffi- 
cient gas was introduced to enable its recognition 
quimographically, clinical signs of ppneumoperitoneum 
were elicited in almost all cases. 

The possibility of intrcducing infective agents with 
the act of insufflation is always present in principle; 
however, in practice it is negligible. In the author’s 
experience there were no serious complications of this 
nature, even when there were pre-existing inflamma- 
tory processes, not previously diagnosed. 

With regard to the therapeutic application of tubal 
insufflation, the author mentions, in accordance with 
Rubin, the presence of two types of tubal impermea- 
bility, that is, tubal obstruction with delicate intra- 
luminal and peritubal adhesions which can be treated 
by tubal insufflations, and tubal occlusions for which 
therapeutic insufflations are not recommended. 

— John W. Brennan, M.D. 


Carcinoma of the Fallopian Tube with Special Ref. 
erence to the Yellow Discharge Which Appears 
with It. Annt HELo. Acta obst. gyn. scand., 1960, 39: 
259. 


Carcinoma of the fallopian tube is a very rare disease, 
In 1955, Gotz reviewed 577 cases published in 1886, 
and of these, only 2 had been diagnosed before opera- 
tion. 

Carcinoma of the tube may be etiologically related 
to salpingo-oophoritis, tuberculosis, or endometriosis, 
Abdominal pain and blood stained postmenopausal 
discharge or irregular intermenstrual discharge before 
the menopause are typical symptoms. As diagnostic 
methods, curettage, biopsy of the cervix, and Papa- 
nicolaou’s test of vaginal secretion have been used. 
Opinions differ on the use of hysterosalpingography in 
diagnosis, chiefly because of the risk of causing spread 
into the abdominal cavity. Endoscopy and culdoscopy 
might be considered as means of diagnosis. Adenexal 
tumors found in patients approaching the menopause 
always require laparotomy. Carcinoma of the tube is 
managed by total hysterectomy and by radiologic 
treatment. Prognosis is bad, with a 5 per cent 5 year 
survival. 

The origin of the vaginal discharge is not only an 
epithelial secretion of the tube but probably also 
products of autolysis from tumor necrosis and jnvolve- 
ment of capillaries leading to sanguineous discharge. 
On investigation of the yellow discharge histologically, 
many cells appeared in which the nuclei were large 
and irregular and there were two nuclei in which 
definite hyperchromatosis appeared. This discharge 
was carefully studied and evaluated and it was con- 
cluded that the yellow discharge that appears in tubal 
carcinoma contains cholesterol. 

From 1948 to 1958 inclusive, 16 patients with pri- 
mary carcinoma of the fallopian tube have been 
operated on in the Women’s Clinic of the University 
of Helsinki, Finland. Only 1 of these was diagnosed 
with certainty before operation. The incidence was 
0.44 per cent of all gynecologic carcinomas. The 3 
most recent cases of tubal carcinoma are presented. A 
characteristic feature of each of these was a bright 
yellow discharge from the uterus. 

—Harry Fields, M.D. 


EXTERNAL GENITALIA 


Primary Carcinoma of the Vagina, STEwarT L. Mar- 
cus. Obst. Gyn., 1960, 15: 673. 


THE AUTHOR reports a series of 23 primary carcinomas 
of the vagina treated at the Stanford University Hos- 
pitals in San Francisco, California from 1935 to 1959. 
One of these cases is especially noteworthy since it ap- 
pears to be the first reported 5 year cure in a patient 
with histologically proved inguinal node metastases 
treated by combined irradiation and lymphadenec- 
tomy. Painless vaginal bleeding was the most common 
complaint in these patients. The average age of the pa- 
tients in this series was 63.7 years. A tendency toward 
a late menopause was found, but parity had no rela- 
tionship either to susceptibility to vaginal carcinoma 
or to the prognosis. The lesion was uncommon in 
Negro and Jewish women. 

All of the lesions in this series were squamous cell 
carcinomas. The anterior vaginal wall was the most 
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common location and the lesions of the anterior wall 
were found in the lower third of the vagina, whereas 
those of the posterior wall were commonest in the up- 
per vagina. Important prognostic factors were the dose 
of irradiation delivered to the tumor, the radiosensi- 
tivity of the particular lesion, and the location of the 
lesion. Lesions of the lower third anterior wall ap- 
peared to have a somewhat poorer prognosis. 

Of 20 patients eligible for follow-up, 4, 20 per cent, 
survived 5 or more years without evidence of tumor. 
Various techniques of irradiation were employed. 
Combined irradiation and inguinal lymphadenectomy 
comprised the treatment in 1 patient. No patient was 
treated by radical surgery. Two patients were not 
treated. 

Extensive surgery does not appear to be superior to 
properly administered irradiation to the ordinary le- 
sion. Surgical intervention, however, may serve as a 
valuable adjunct in treating lesions of the lower third 
with inguinal node metastases. When the lesions in- 
volve the bladder or rectum, exenteration procedures 
must necessarily be considered. A combination of 
roentgen ray and radium irradiation is preferable for 
most patients. Treatment must be prompt and indi- 
vidualized, and the therapist must not compromise 
with respect to doses of irradiation. There is sufficient 
justification for believing that the prognosis can thereby 
be improved considerably. | —Harry Fields, M.D. 


PREGNANCY AND COMPLICATIONS 


Measurements of Vasopressinase in Maternal and 
Cord Blood. ALLAN C. Barnes and Joun B. SAWYER. 
Am. F. Obst., 1960, 79: 1053. 


THE BIOASSAY of antidiuretic activity in the plasma of 
four groups of women was studied in a standardized 
technique employing laboratory rats. Blood from non- 
pregnant women, from pregnant women in the last 
trimester, from women in the early puerperium, that 
is within the first 5 minutes postpartum, and from the 
freshly cut umbilical cord was studied. 

Umbilical cord plasma does not inactivate the 
antidiuretic impact of vasopressin, even at dosage 
levels which are proportionately much less than doses 
which are significantly inactivated by maternal plas- 
ma. A vasopressinase mechanism cannot therefore be 
invoked to explain the dilute urine of the term fetus 
and the neonate. —Alan Rubin, M.D. 


Is Vaginal Examination in Labor a Significant Cause 
of Genital Tract Infection? Terr KAERN and J¢RGEN 
GLENERT. Acta obst. gyn. scand., 1960, 39: 316, 


THE FEBRILE MORBIDITY of a series of 2,597 patients 
treated with intravenous pitocin drip and having fre- 
quent vaginal examinations at St. Joseph’s Hospital, 
Copenhagen, Denmark was compared with the over- 
all obstetric morbidity. It was no higher in the fre- 
quently examined group. 

Vaginal examination during labor is not a signi- 
ficant factor in the cause of puerperal genital tract in- 
fection. Such infection is dependent more upon the 
standards observed for aseptic and antiseptic tech- 
niques. Departments of obstetrics must emphasize the 
importance of general hygienic measures. The rules 
governing all such measures must be strictly observed. 


Although vaginal examinations are not in general 
contraindicated, it is emphasized that the technique 
adopted is of great importance. 

—Alan Rubin, M.D. 


The Therapy of Threatened Abortion and Premature 
Labor (Nuovi orientamenti nella terapia della minac- 
cia d’aborto e di parto prematuro). Uco Crutta. 
Minerva gin., Tor., 1960, 12: 307. 


CLINICAL EXPERIENCE in the last few years has served 
to render even more solid the basis on which rests the 
use of progesterone in the treatment of threatened 
abortion. The results point favorably to the efficacy of 
this method, particularly when the hormone in 
question is used in adequate dosage and reliance is 
placed only on the active preparations. The author 
has been guided in this study by the determination of 
the urinary pregnandiol. 

The 103 women in the series received orally a com- 
pound called MAP or 6-a-methyl-17-hydroxyproges- 
terone acetate. There were 54 cases of threatened 
abortions and 49 of premature labor. The control 
group received progesterone-in-oil parenterally. In 
neither group did the dosage used exceed 200 mgm. 
daily. 

Earlier attempts with ethyniltestosterone were not 
encouraging because of the low concentration therein 
of the progesterone. In the same way, the 19-nor- 
derivatives of testosterone also gave negative results 
manifested by intolerance, anomalies of the secretive 
action of the endometrium, and the frequently noted 
virilization of the fetus. The author attributes to 
MAP eight times the potency of the other compounds 
used. There were no failures recorded in the cases of 
premature labor, whereas progesterone given by in- 
jection failed in 6.8 per cent of the women observed. 
The length of treatment varied from 2 to 45 days. 

In conclusion, the author mentions the unfavorable 
complications that follow the administration of 
estrogenic agents from follicular extracts. Uhlig lists 
hydrocephalus and myelomeningocele. 

—Vincent Ippolito, M.D. 


Surgical Management of the Incompetent Cervix. 
ILLIAM B. STROMME, RospertT M. WacneEr, and 
SHELDON C, REED. Obst. Gyn., 1960, 15: 635. 


REPEATED LATE ABORTION is an infrequent, although 
by no means rare, clinical entity. In many instances 
it is due to mechanical factors. Of major importance 
is cervical incompetence on either a congenital or 
traumatic basis. The objectives of surgical manage- 
ment of the incompetent cervix are closure of the in- 
adequate internal os in order to maintain the preg- 
nancy to viability and the creation of a fibrous con- 
nective tissue scar with which to effect a permanently 
competent cervix. A surgical technique making use of 
a purse-string closure, a modified Shirodkar opera- 
tion, is presented. Because absorbable ox fascia is 
used, unimpeded vaginal delivery can be anticipated 
without the need for division of the suture material. 

Application of this operation has been and should 
be carefully restricted to patients giving a history of 
repetitive and successive late abortions and those with 
partially dilated cervices and intact membranes be- 
fore the thirtieth week of gestation. This report is of 
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21 cases, 24 pregnancies, fulfilling the aforementioned 
requirements. The closure operation was prophylac- 
tically performed 13 times and therapeutically per- 
formed 12 times. A second operation was required in 
4 cases. Successful results have been achieved in 18 
pregnancies. Two patients are again pregnant and 
entering the third trimester. There have been 4 failures 
in 24 pregnancies, 17 per cent, as contrasted with 58 
losses in 72 previous pregnancies, 80 per cent. 
Whether or not permanent cervical competence 
has been achieved rests, in the final analysis, on the 
outcome of repeated pregnancies. The present limited 
experience and postpartum studies suggest that suc- 
cess may be anticipated in some but not all patients. 


—Fohn R. Wolff, M.D. 


Antihistaminic Drugs in Threatened Abortion (Gli 
antistaminici nella minaccia d’aborto). FRANCESCO 
Caminiti. Min. gin., Tor., 1960, 12: 403. 


THIS ARTICLE is a report of a study conducted at the 
Department of Gynecology and Obstetrics of the 
University of Cagliari Medical School in Cagliari, 
Italy. A total of 33 women was studied. In 16 patients 
threatened abortion occurred in the first trimester of 
pregnancy, while in another 13 it was observed in the 
second trimester. Nine of the patients presented a 
history of habitual abortion. Four additional women 
had premature labor. Patients in whom an anatomic 
defect was the cause of the threatened abortion were 
not included in this series. All the patients who were 
divided into 2 groups were treated with “‘sinopen” 
(N-dimethy] -aminoethyl-N-p-chlorobenzil-amino- 
pyridine hydrochlorate). The dosage was 4 ampules a 
day for the first 3 or 4 days and 2 or 3 ampules a day 
in the subsequent period of treatment for a total of 11 
days in the most severe cases. The average periods of 
treatment were 7 and 8 days. The great majority of 
the patients received the drug intramuscularly. In 
only a few cases was it given intravenously. In 3 in- 
stances a second course of treatment was carried out. 
No side effects were noted. No patients received addi- 
tional therapy. 

The following results were obtained: In the first 
group of patients a favorable result was obtained in 
92 per cent. In the second group this result was ob- 
served in 65 per cent of the patients. The best results 
were achieved when the symptoms were present for 
15 days or less. The mechanism of action of the drug 
is probably related to its antihemorrhagic and sedative 
properties. — Riccardo Benvenuto, M.D. 


The Effect of 17-a-Methyl-19-Nortestosterone (Or- 
gasteron) in the Treatment of Threatened Abor- 
tion, N. E. Borcuin. Acta. obst. gyn. scand., 1960, 39: 
275. 


THE TREATMENT of threatened abortions by the ad- 
ministration of various hormones—estrogens, pro- 
gesterone, and thyroid hormone—and various vita- 
mins—C,E,K, and P—as well as by other procedures 
has not proved too satisfactory. 

Progesterone is of vital importance in preparing the 
nidation bed for the fertilized egg and for keeping the 
myometrium inactive during pregnancy. The disad- 
vantages of progesterone use in the treatment of abor- 
tion are as follows: It requires large doses to achieve a 


full effect; it must be administered parenterally; it is 
not readily soluble; and the actual injections often 
cause painful local reactions. Recently a number of 
nor derivatives of testosterone have been synthesized 
and have proved to have a very strong progestational 
activity when given orally. 

The preparation 17-a-methy]-19-nortestosterone was 
studied for its value in threatened abortion. The re- 
sults are compared with those in a similar group of 
patients treated with progesterone or 17-a-hydroxy- 
progesterone caproate. 

The material consisted of patients with threatened 
abortion with bleeding and/or pain during pregnancy 
with habitual abortion, those operated upon vaginally 
or abdominally during pregnancy, and a few others in 
whom prophylaxis was indicated by diffuse abdomi- 
nal symptoms. Patients in group 1, consisting of 126 
women, were treated with nortestosterone given orally 
and group 2 patients, consisting of the remaining 
117, were treated with progesterone or, in most 
cases, with 17-a-hydroxyprogesterone caproate in- 
tramuscularly. In other respects, treatment was the 
same in both groups. All of the patients were treated 
with 100 mgm. of vitamin E daily, various sedatives, 
and strict bed rest until abortion was no longer threat- 
ened or until it appeared inevitable. All of the pa- 
tients were treated in the hospital. 

Treatment was started immediately upon admission 
to the hospital. The range of indications for treatment 
was fairly wide and treatment was also given in the 
presence of profuse bleeding and labor. The 17-a- 
methyl-19-nortestosterone was given orally in a dose 
of 5 mgm. per day. In group 2, treatment consisted 
of 125 mgm. 17-a-hydroxyprogesterons caproate ad- 
ministered intramuscularly daily, every other day, or 
every third day. 

Results indicated that the effect of 17-a-methyl-19- 
nortestosterone was found to be as good as that of 
hydroxyprogesterone caproate. This drug has andro- 
genic properties if given in large doses. However, none 
of the female infants in this series showed signs of mas- 
culinization. It is concluded that this drug is effective 
in the treatment of threatened abortion. 

—Harry Fields, M.D. 


Teen-Age Pregnancies. James P. SEMMENS and JAMES 
C. McGtamory. Obst. Gyn., 1960, 16: 31. 


PREGNANT TEENAGERS who were married and living in 
a stable social and economic milieu were studied at 
the United States Naval Hospital, Charleston, South 
Carolina. These patients were considered to be dif- 
ferent from those pregnant teenagers in previous 
studies who were often indigent, unwed, and emo- 
tionally unstable. 

By and large, the teenager does as well as her older 
sister. Excessive weight gain is her most frequent com- 
plication and when this exceeds 40 pounds it has a 
definite statistical relationship to eclampsia. 

The incidence of premature labor is increased, par- 
ticularly in those patients less than 18 years of age. The 
incidence of infants weighing less than 2,000 gm. was 
1.5 to 3 times normal. 

Precipitate labor is common, especially in the teen- 
age multipara, so that close surveillance is necessary. 


—M. Leon Tancer, M.D. 
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A Consideration of the Treatment of Elderly Primi- 
gravidas. [An R. MacDonatp and Hector R. Mac- 
Lennan. J. Obst. Gyn. Brit. Empire, 1960, 67: 443. 

In yuLy 1958, the Council of the International Feder- 
ation of Gynecologists and Obstetricians recommend- 
ed that the age of 35 be accepted as the international 
standard for elderly primigravidity. During the 
period from 1950 to 1957 inclusive, 662 elderly primi- 
gravidas were encountered at the Glasgow Royal Ma- 
ternity Hospital, Glasgow, Scotland. A group of primi- 
gravidas aged 25 years or less who were delivered in 
the same hospital was used as a control. The maternal 
mortality and perinatal mortality, antenatal compli- 
cations, the mode of delivery, the duration of labor, 
and the incidence of fetal abnormality and uterine fi- 
broids were evaluated. 

It was concluded that in the elderly primigravida 
the maternal mortality is no longer a problem. An 
analysis of the perinatal loss related to the mode of 
delivery revealed that the more conservative the ap- 
proach the higher the perinatal death rate. A more 
frequent use of cesarean section and a more ready re- 
course to trial of labor by induction would materially 
improve the results. One in 25 elderly primigravid 
mothers has a congenitally abnormal baby and this 
risk is more than twice that in the young primigrav- 
ida. The incidence of fibroids, 4.7 per cent, is defi- 
nitely increased in elderly primigravidas. The high 
incidence of toxemia still presents a problem in these 
cases. The high perinatal loss associated with the eld- 
erly primigravida suggests that these patients should 
be admitted to the hospital before term. 

—RHarry Fields, M.D. 


Disturbances of Bladder Function in Relation to 
Pregnancy. WinirRED J. A. Francis. 7. Obst. Gyn. 
Brit. Empire, 1960, 67: 353. 


APPROXIMATELY 80 per cent of women, both primi- 
gravidas and multigravidas, experience frequency of 
micturition at some time during pregnancy. This 
symptom is usually progressive and rarely shows an 
intermission in midpregnancy. The frequency is pres- 
ent by night as well as by day and is not related to the 
woman’s posture or activity. 

There is some evidence that in late pregnancy the 
bladder is more irritable and its capacity reduced. At 
other times there is no change in bladder tone and 
tolerance; pregnancy frequency is then the result of 
polyuria. The polyuria of pregnancy is related to an 
increased intake of fluid but it is not known which is 
the cause and which the effect. 

The impacted retroverted gravid uterus causes re- 
tention because it interferes with the obliteration of the 
posterior urethrovesical angle. It does not elevate the 
urethrovesical junction in the pelvis nor does it elon- 
gate the urethra. Impacted pelvic tumors in the non- 
pregnant woman act similarly. 

Retention of urine which follows vaginal delivery 
and plastic operations is usually the result of spasm of 
the voluntary external urethral sphincter, the voiding 
mechanism being otherwise normal. This spasm is 
mainly caused by painful lesions of the perineum and 
perianal area. 

Retention of urine after cesarean section and other 
abdominal operations is usually explained by a failure 


of the detrusor muscle of the bladder to contract. 
This may be because the patient does not contract her 
painful abdominal muscles, although central nervous 
inhibition and local interference to nerve supply of 
the bladder are other possible factors. 

These conclusions were obtained after study of a 
series of 400 women attending an antenatal clinic. All 
were personally observed throughout pregnancy and 
after delivery. They were selected only insofar as cases 
showing evidence of pre-existing organic disease of 
any kind, or of the development of urinary tract 
lesions, pre-eclampsia, and hypertension during preg- 
nancy were excluded. Only apparently healthy 
women with a single normal fetus were accepted. 
Each was questioned in detail about urinary symp- 
toms and each kept records of her daily voiding acts. 
A group of 50 normal nonpregnant women of similar 
age were studied as a control. Methods of investi- 
gation included cystometry, cystograms, and urethro- 
cystography among others. 

—RHarry Fields, M.D. 


Acute Appendicitis in Pregnancy. WiLL1AM P. BLAck. 
Brit. M. F., 1960, 1: 1938. 


A SERIES of 25 cases of acute appendicitis in pregnancy 
is reported. One maternal death occurred, and there 
were 5 abortions and 4 premature labors with 3 neo- 
natal deaths. Twenty-four patients were treated by 
appendectomy, 1 by drainage of an abscess of the ap- 
pendix. 

Appendicitis appears to be no more frequent in 
pregnancy than otherwise, being commonest in pa- 
tients less than 30 years of age and during the first and 
second pregnancies and arising with about equal in- 
cidence in each trimester. The condition in general is 
no more severe in pregnancy than otherwise, unless 
the diagnosis is delayed, when the inflammation is 
more acute and less well localized because of preg- 
nancy. The diagnosis is more difficult the nearer the 
patient is to term; consequently, the risk to the pa- 
tient is greater near term. 

The fetal mortality is related to the severity of the 
appendicitis rather than to the duration of the preg- 
nancy. Abortion or premature labor has little adverse 
effect on the prognosis of the mother. Previous appen- 
dicitis with adhesions will adversely affect the prog- 
nosis in subsequent appendicular inflammation in 
pregnancy. When appendicitis is diagnosed in a wo- 
man the appendix should be removed. The treatment 
of choice is appendectomy without interference with 
the pregnancy. — John R. Wolff, M.D. 


Appendicitis During Pregnancy. R. T. West. Am. 
urgeon, 1960, 26: 425. 


By FAR THE MOST FREQUENT indication for laparotomy 
during pregnancy is acute appendicitis. Thirty-five 
such laparotomies were performed during the past 
decade at the Kapiolani Maternity Hospital in Hono- 
lulu, Hawaii; this constituted 1 laparotomy for every 
1,140 deliveries. The diagnosis was confirmed in 26 of 
these patients or in 1 to 1,500 deliveries. Distribution 
was even with regard to the trimesters of pregnancy. 
The white cell counts in most of these patients ranged 
between 13,000 and 18,000. In the later months of 
pregnancy a subumbilical transverse incision gave the 
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best exposure, preferably at the level of maximum 
tenderness, since the appendix could be in the normal 
position even at 8 months’ gestation. None of the pa- 
tients aborted. Routine doses of progesterone were of 
doubtful value. The author believes that there is no 
place for prophylactic antibiotics. 

The author noted two distinct types of symptoms. 
During the first 5 months of gestation the characteris- 
tics of abdominal pain were typical of those in non- 
pregnant patients. During the last trimester, in 5 of 
7 patients the onset of pain was dramatically sudden 
and the pain was immediately localized in the right 
lower quadrant, often occurring in the middle of the 
night after change of position. If the diagnosis was not 
confirmed at operation the pain was thought to have 
arisen from the ureters, but even then inflammation 
of the appendix grossly was also described by the sur- 
geon. 

The author wonders whether initial omental reac- 
tion and walling off in early appendicitis might fail to 
take place when appendicitis occurs late in preg- 
nancy. The uterus should not be manipulated at all if 
possible. The diagnosis can be most tragically over- 
looked in the immediate postpartum period. 

—W. Dieter Bergman, M.D. 


The Management of Eclampsia. Joun Q. ApaAms and 
Wi1u1AM B. Cameron. Am. 7. Obst., 1960, 80: 253. 


BETWEEN 15 April 1951 and 30 September 1958, 220 
patients with a diagnosis of eclampsia were managed 
in the Maternity Division of the City of Memphis 
Hospitals, Memphis, Tennessee. Ninety-eight per 
cent of these were Negroes. One hundred ninety-nine 
of these patients were delivered of 214 babies. Nine- 
teen were delivered prior to admission, and 2 died un- 
delivered. 

The diagnosis of eclampsia was made by the pres- 
ence of hypertension, edema, and/or albuminuria 
accompanied by convulsions. Other convulsive dis- 
orders were excluded. 

There were 15 maternal deaths in this group of 220 
patients, a maternal mortality rate of 6.8 per cent. 
This compares favorably with the maternal mortality 
rate throughout the United States. Further analysis 
of this group revealed that, regardless of the type of 
treatment, the maternal mortality rate from toxemia 
at this institution for the past 15 years remained rel- 
atively constant. 

A number of modifications have evolved during the 
past 5 years. Perhaps the most significant of these 
advances has been the addition of the antihyperten- 
sive drugs to our armamentarium. With the advent of 
such drugs as hydralazine and reserpine, the action of 
which is very predictable, the management of tox- 
emia has been simplified. The use of intramuscular 
magnesium sulfate in the treatment of toxemia has 
been discarded. 

For the past 5 years reserpine has been used exten- 
sively in the management of toxemias of pregnancy. 
The chief function appears to be the control of angio- 
spasm; however, it should be pointed out that the 
tranquilizing effects have been most beneficial. 

It is important that steps to correct the disturbed 
physiology be taken, so that at the time of the termi- 

_nation of the pregnancy the patient will be as nearly in 


physiologic balance as possible. It has been the policy 
to treat the patients approximately 48 hours prior to 
the consideration of termination of pregnancy. 

After the allotted 48 hours of therapy, if labor has 
not ensued spontaneously, a sterile vaginal examina- 
tion is made to determine the condition of the cervix. 
If the cervix is ripe and if, in the opinion of the ex- 
aminer, labor can be induced, this is done with intra- 
venous oxytocin drip. The use of the intravenous oxy- 
tocin induction technique has reduced the cesarean 
section rate in eclampsia from 19 per cent to 8.9 per 
cent in the present series. 

Of those patients who were delivered vaginally, 55 
per cent were delivered spontaneously, 40 per cent by 
episiotomy and low forceps, and 5 per cent by other 
means, such as midforceps and breech extraction. 

—Charles Baron, M.D. 


The Perinatal Mortality of Infants of Diabetic 
Mothers (Ueber perinatale Sterblichkeit von Kindern 
diabetischer Muetter). M. Scuwartz, J. ScHNEE- 
wEIss, and E. Bock. Schweiz. med. Wschr., 1960, 90: 751. 


BETTER MANAGEMENT of diabetes has increased the 
occurrence of pregnancy in diabetic women from 2 to 
8 per cent before the insulin era to 15 to 28 per cent 
today. The maternal mortality has decreased to below 
0.5 per cent and fetal mortality varies between 13 and 
20 per cent. The authors have managed 29 pregnancies 
in diabetics, 11 of which were successfully delivered 
vaginally and 8 by section. The other 10 pregnancies 
led to fetal loss and are discussed in detail. Nearly all 
of these mothers had toxemia, and intracerebral 
hemorrhages were present in all those infants in whom 
an autopsy was performed. 

In the management of these cases the authors urge 
the patients’ attendance at a prenatal clinic about 8 
weeks before term, hospitalization at 36 weeks in a 
diabetic ward, and cesarean section in all primi- 
gravidas 3 weeks before term. Sulfonylurea is not rec- 
ommended in pregnant women since it has been found 
in the infant’s liver. Regular insulin is the treatment 
of choice and should be given in such a fashion that 
hypoglycemia is avoided and not too much weight is 
placed on urinary glucose. But it is quite obvious that 
even careful regulation cannot forestall excessive 
weight gain and insular hypertrophy in the fetus. 

—W. Dieter Bergman, M.D. 


The Potentiality of Liquor Amnii. W. J. Oram. N. 
Kealand M. F., 1960, 59: 255. 


THE PROCEDURE of transabdominal puncture for 
obtaining liquor amnii is outlined. A comparison of 
the biochemical analysis of liquor amnii and mater- 
nal blood is given. 

It is recommended that transabdominal puncture 
and withdrawal of fluid be performed in cases of hy- 
dramnios and unstable lie of the fetus. The removal of 
the excess fluid increases the comfort of the mother 
and reduces the risks of labor. The fluid does not nec- 
essarily reform but may even further diminish, once 
the original excess is removed. 

In many cases, correction of the presentation can be 
readily brought about by the removal of amniotic 
fluid, even in instances in which there may not be any 
particular excess of fluid. 
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Amniography can also be helpful in the differential 
diagnosis of many malpresentations and at the same 
time clarify the placental outline. A technique for 
carrying out amniography is given. 

—Alan Rubin, M.D. 


Placenta Previa. Witt1aAm R. Foote and WILLIAM 
Dennis Fraser. Am. 7. Obst., 1960, 80: 10. 


ONE HUNDRED AND TWENTY CASES of placenta previa 
occurred in 26,470 deliveries at the Royal Victoria 
Montreal Maternity Hospital, Montreal, Quebec, 
Canada. Age, parity, and subinvolution seem to be 
predisposing factors. Hemorrhage was associated with 
abdominal pain in 16 per cent of cases. There was a 
35-fold increase in the incidence of shoulder pres- 
entation and a surprising lack of associated toxemia. 
Placentography is of no special value as an aid to 
diagnosis. 

Thirty-nine per cent of patients were treated by bed 
rest for a period of 1 to 4 weeks. Sixty-five per cent of 
patients required transfusion, and 26 per cent of cases 
were complicated by puerperal sepsis of one form or 
another. The cesarean section rate was 60 per cent; 93 
per cent were performed under spinal anesthesia. 

There were no maternal deaths. The over-all un- 
corrected fetal mortality rate was 12.5 per cent. The 
authors believe that this incidence might be further 
decreased by abdominal delivery of viable infants as- 
sociated with low implanted placenta previa. 


— john R. Wolff, M.D. 


Premature Separation of the Placenta. DirLev Torup 
and Jokum WIELANDT. Acta. obst. gyn. scand., 1960, 39: 
291. 


A series of 211 cases of premature separation of the 
placenta is reported from the University Hospital, 
Copenhagen, Denmark. A total of 2.4 per cent of pa- 
tients had previously had placental separation. The 
distribution of primiparas and multiparas did not dif- 
fer materially from that among all obstetric cases in 
the clinic. Parity was of no significance in the severity 
of the separation. Only 1 case was of traumatic origin. 
Toxemia was present in 31.2 per cent. The incidence 
of toxemia was higher in the more severe grades of 
separation than in the milder ones, but there was no 
relationship between the severity of the toxemia and 
that of the separation. 

The maternal mortality was zero and the infant 
mortality was 48.5 per cent. Sixty per cent of the in- 
fants were premature, weighing less than 2,500 gm. A 
relationship was found between clinical signs and 
severity of separation. Shock occurred in 5 per cent, 
afibrinogenemia in 4 cases. Treatment consisted in 
prophylactic measures to counteract shock, morphine, 
rupture of the membranes, and in some cases oxytocic 
agents, aiming at a rapid, but gentle completion of the 
delivery, possibly by application of forceps. 

It is concluded that at a fetal weight of less than 
2,500 gm. conservative management is preferable, 
whereas cesarean section should be performed in cases 
in which the fetus is estimated at more than 2,500 gm., 
is alive, and the mother shows unmistakable clinical 
signs of placental separation—bleeding plus other 
symptoms or signs. Thereby, the infant mortality in 
the group exceeding the weight of 2,500 gm. may pre- 
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sumably be reduced from 37 to 25 per cent and the in- 
fant mortality in the entire series from 48.5 to 43 per 
cent. —Alan Rubin, M.D. 


A Clinical Analysis of Abruptio Placentae. Myer 
HENDELMAN and WiL.iAM DeENNIs FRASER. Am. 7. 
Obst., 1960, 80: 17. 


AN ANALYsis of 126 cases of abruptio placentae, an 
incidence of 0.48 per cent, is presented. Antecedent 
toxemia was present in 11 per cent of the patients. 
Prematurity or immaturity was a factor in 56 per cent. 
Nineteen cesarean sections were performed, a rate of 
15 per cent. There were no maternal deaths, and ma- 
jor complications were minimal. The perinatal mor- 
tality rate, corrected only for immaturity in infants 
weighing less than 1,000 gm. and for major anomalies, 
was 31 per cent. 

Modern management of abruptio placentae de- 
mands immediate blood replacement and repeated 
observation of the patient’s clotting ability. Early 
rupture of the membranes is imperative. 

The role of cesarean section is controversial. Most 
observers agree that cesarean section should be per- 
formed if delivery is not anticipated within 6 hours in 
any but the mild cases of abruptio placentae. If the 
fetal heart shows distress in labor, cesarean section 
may be lifesaving for the baby. It may have to be per- 
formed even in the absence of a fetal heartbeat if 
bleeding is persistent and delivery is not imminent. 

A high incidence of morbidity and moderate to 
severe anemia suggests need for greater use of pro- 
phylactic antibiotics and blood transfusions. 

—John R. Wolff, M.D. 


Conservative Treatment of Abruptio Placentae. JAmMEs 
PorTER, JR. Obst. Gyn., 1960, 15: 690. 


ABRUPTIO PLACENTAE has been treated conservatively 
for the past 29 years by the Department of Obstetrics 
and Gynecology of the Emory University School of 
Medicine at the Grady Memorial Hospital in Atlanta, 
Georgia. The management of these cases has not been 
altered by the viability of the fetus nor by the severity 
of the condition in the mother. This study, therefore, 
should provide a basis for the evaluation of the con- 
servative plan, especially when it is combined with 
the previous reports from this department. 

From 1 January 1950 through 31 December 1958, 
283 cases of abruptio placentae occurred in 54,286 de- 
liveries. The diagnosis of abruptio placentae was con- 
firmed by examination of the placenta after delivery. 
The conservative method of treatment is based upon 
vaginal delivery of the patient, labor being induced or 
stimulated by artificial rupture of the membranes. 
Pitocin is utilized to induce or stimulate labor if a 
satisfactory response does not occur in a short time 
and other supportive measures are administered as 
indicated by the individual case. 

The cases of abruptio placentae have been classified 
into 75 mild, 106 moderate, and 102 severe cases. In 
276 cases, vaginal delivery was accomplished. Seven 
cesarean sections were performed. Two of these pa- 
tients were operated upon because the supply of blood 
was limited and 1 was operated upon after failure to 
respond to a 19 hour attempt to induce labor. The re- 
maining 4 patients were operated upon for obstetric 
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indications not related to the abruptio placenta as 
follows: (1) for leiomyoma of the uterus, (2) a repeat 
cesarean section in a patient with cephalopelvic dis- 
proportion, (3) a partial placentae previa, and (4) a 
severe pre-eclampsia at 5 months. The abruptio pla- 
centae was not diagnosed in the last 2 patients until it 
was discovered at operation. 

Fifty-five and seven-tenths per cent of the infants 
alive at the time of the mother’s admission to the hos- 
pital left the hospital alive. Five maternal deaths oc- 
curred. None of these patients had persistent post- 
partum hemorrhage, and shock developed in none. 
Persistent postpartum hemorrhage occurred in only 1 
patient. The incidence of abruptio placentae in a sub- 
sequent pregnancy was 12.8 per cent for the patients 
included in the present study. 

—RHarry Fields, M.D. 


The Problem of Delivery After Previous Cesarean 
Section (Il problema del parto nelle gia cesarizzate). 
P. L. Brancui and R. Citorti. Riv. ital. gin., 1960, 43: 
a9. 


THE PROBLEM of delivery after previous cesarean sec- 
tion is of the utmost importance now because of the 
higher incidence of cesarean sections. Prior to 1940 
the rate of section for all hospitalized maternity cases 
was about 1 per cent. At present it runs between 2 
and 3 per cent in Europe and 6 per cent or more in 
the United States. As a consequence, one naturally 
encounters today a much larger number of women 
with previous section. The authors realize that when 
a defective pelvis or other anomaly of the parturient 
canal has been the initial indication for the abdominal 
delivery, a repetition of the section is usually called 
for. In America a large number of obstetricians favor 
a repeat operation in all cases. Others are more pru- 
dent, preferring the vaginal route, unless positive 
contraindications make this hazardous. In general, 
the European school is more conservative, having 
rejected the routine repeat cesarean section. One 
should be guided by the clinical course of the par- 
turient and prefer the vaginal route, if at all possible. 
This approach carries with it the least risk to the 
mother. 

In handling these cases, it is thought best to hos- 
pitalize the patient a few days before the expected 
date for better observation during the early onset of 
labor. At the same time, one is on the lookout for 
signs of impending rupture of the old scar. Oxytocics 
are not to be used at all. Favoring a repeat section 
are the following considerations: slow progress caused 
by uterine inertia with ruptured membranes and 
rigidity of the cervix not yielding to the usual medical 
treatment. Other factors contraindicating the vaginal 
route are anomalous presentations, unexplained un- 
engagement of the fetal head with or without macro- 
somatia, and all other difficulties which may require 
intrauterine manipulations. In order to diminish the 
frequency of the repeat section it is necessary to reduce 
the number of first cesarean sections in general and, 
particularly, in those cases in which the indication 
for the abdominal delivery is only relative. The mor- 
tality of repeat section is given as 2.27 per cent by 
Aviles and 1.84 per cent by Cosgrove. On the other 
hand, the mortality percentages for rupture of the 


previous cesarean scar are considerably less, in the 
neighborhood of 1 per cent. 

In 20 years, the two authors have encountered 
rupture of a former cesarean scar during labor only 
4 times and with no maternal mortality. After a 
section, a waiting period of at least 1 year is advised 
before the next pregnancy is considered by the pa- 
tient. —Vincent Ippolito, M.D. 


Pregnancy and Delivery Following Extensive Vul- 
vectomy. Jason H. Corzins, HERBERT W. Bircu, 
Max PaiLet, and James K. Avent. Am. 7. Obst., 
1960, 80: 167. 


ONE HUNDRED TWENTY-EIGHT extensive vulvectomies 
have been performed for malignant and benign dis- 
ease of the vulva. Of 27 patients capable of conceiv- 
ing, 7 became pregnant and were delivered of a total 
of 11 babies. 

These pregnancies resulted in uneventful antepartal 
courses. The labors and vaginal deliveries were un- 
complicated. The method of choice for delivery is low 
forceps and episiotomy. 

Extensive vulvectomy, as described in this report, 
apparently does not disturb sexual life or childbearing 
function. — John R. Wolff, M.D. 


Significance of Tubal Pregnancy in the Reproductive 
Life of Women, VLApiImiR SkuLj. Am. 7. Obst., 1960, 
80: 278. 


TWELVE HUNDRED AND SEVEN women with extrauter- 
ine pregnancy were operated on in the Gynecologic 
Clinic of the University of Zagreb, Yugoslavia from 
1940 to 1958. This gave a relative frequency of 1 
extrauterine pregnancy in 45 term deliveries, 2.2 per 
cent, or 1 in 11 miscarriages, 8.9 per cent. Thus, 
there has been 1 extrauterine pregnancy in every 
64 obstetric cases, 1.6 per cent. One ectopic pregnancy 
occurred in each 90 patients during the last 19 years. 
Each seventh laparotomy during this time was for 
extrauterine pregnancy. 

Sterility following radically treated tubal pregnancy 
amounted to 63.1 per cent. 

The majority of tubal pregnancies occur during 
the most fertile phase of a woman’s reproductive 
life, 79.85 per cent being in women between the ages 
of 21 and 35. 

Of all tubal pregnancies 53.6 per cent occur in 
women who either have never conceived before, have 
had only miscarriages, or at the most have had only 
one child. In such cases the question of preserving 
fertility is of supreme importance. 

Tubal pregnancy frequently recurs. The world lit- 
erature indicates that the incidence of recurrent tubal 
pregnancies amounts to 20 per cent. The author’s 
statistics show the frequency to be 6.5 per cent in the 
Clinic or 8.8 per cent according to the answers to 
a questionnaire. 

In 70.6 per cent of recurrent tubal pregnancies the 
author was concerned with women whose previous 
reproductive record had left them, for the most 
part, anxious to have their capability of future preg- 
nancy preserved. 

The current almost universal practice of radical 
operation for tubal pregnancy is out of date, since 
it is consistent neither with the importance of tubal 





pre 
pre 


ne 
n¢ 
th 


SURGERY OF THE FEMALE REPRODUCTIVE SYSTEM 471 


pregnancy in the problem of sterility nor with our 
present facilities for conservative operative treatment. 
—Charles Baron, M.D. 


Treatment of Tubal Pregnancy. JERoLD M. RoseEn- 
ptumM, RopertT W. Dow tine, and ALLAN C. BARNES. 
Am. J. Obst., 1960, 80: 274. 


EvIpENCE is accumulating that the conservative pro- 
cedure should be considered in plastic repair of a 
tube involved by an ectopic pregnancy. At the Univer- 
sity Hospitals of Cleveland, Ohio, a conservative oper- 
ation for tubal pregnancy has been performed since 
July 1955, when indicated. When there is an indication 
to retain all the reproductive ability possible, when 
there is no deforming pelvic inflammatory disease, 
when the fimbria are healthy and bleeding can be 
controlled, there is reason to perform salpingotomy 
and salpingoplasty. 

The cases of 107 patients with tubal pregnancy 
were reviewed. Fifty-eight were treated by surgical 
removal of the involved tube and 49 were treated by 
salpingotomy and salpingoplasty. 

There were 2 cases of repeat ectopic pregnancy in 
the same tube. 

It was demonstrated that at least one of the preg- 
nancies achieved subsequent to salpingoplasty could 
not have occurred had salpingectomy been the initial 
therapy. —Charles Baron, M.D. 


Cesarean Section on the Dead and the Moribund. I. 
G. CLoup. Obst. Gyn., 1960, 16: 27. 


PosTMORTEM CESAREAN SECTION was performed suc- 
cessfully on 5 of 9 patients as was one cesarean section 
performed on a moribund patient. From this experi- 
ence as well as a review of the literature, the authors 
suggest the following criteria in order to accomplish 
a successful outcome: (1) A period of 28 weeks gesta- 
tion or more; (2) delivery prior to 25 minutes after 
death, the shorter the interval the better; and (3) an 
emergency operating set and resuscitation equipment 
at the bedside of any critically ill parturient with a 
viable fetus. —M. Leon Tancer, M.D. 


LABOR AND COMPLICATIONS 


Face Presentation. BERTOLD SALZMANN, M. So_ep, and 
Tu. Grtmour. Obst. Gyn., 1960, 16: 106. 


IN RECENT YEARS, heroic vaginal operations for the 
delivery of face presentations have been abandoned at 
the hospital from which this report is made. When nec- 
essary, a section is performed. Prolonged labor is 
avoided and the importance of fetal salvage is stressed. 

Despite these measures, the perinatal mortality re- 
mains high, particularly among term sized infants. 
Analysis of 200 consecutive cases brings out the fol- 
lowing facts: (1) There is a high percentage of infants 
with lethal congenital abnormalities, primarily due to 
the fact that anencephalic babies present in this 
fashion. (2) There is also a high percentage of pre- 
mature infants, 12 per cent, but no increase in peri- 
natal mortality over the general premature death 
rate. (3) Even though the section rate is 13 per cent, 
the perinatal mortality among term sized infants is 5 
per cent which is 4 times higher than the over-all rate 
for term infants. (4) Factors favoring dystocia include 


mentum posterior positions, mentum transverse po- 
sitions, in the primigravida only, large infants, and 
premature rupture of the membranes. (5) At the time 
of the initial examination, the diagnosis of face pre- 
sentation is usually missed. 

Because of the high perinatal mortality, it is recom- 
mended that a diagnosis of face presentation call for a 
trial of labor such as is permitted in the case of a 
woman with a previous section. Lack of continuing 
progress in labor or the appearance of fetal distress 
should be treated by immediate section unless vaginal 
delivery isimminent. —Lester T. Hibbard, M.D. 


Transverse Presentation; Management by Vaginal 
Delivery. Epwarp G. WINKLER and VINcENT W. 
CANGELLO. Am. 7. Obst., 1960, 79: 1096. 


THis stuDY was undertaken to determine what part 
more frequent use of cesarean section would play in 
the reduction of fetal mortality in the cases of trans- 
verse presentation. 

One hundred and thirty-three cases of transverse 
presentation occurring in 50,526 deliveries were 
reviewed. 

An analysis revealed that in some instances there 
was an absolute indication for delivery by cesarean 
section regardless of the diagnosis of transverse lie. 
In other cases significant facts in the past history or 
the presence of a relative cephalopelvic disproportion, 
had they beer known, would have indicated the need 
for delivery by section. In a few cases, the use of an 
emergency cesarean section might possibly have re- 
sulted in the salvage of a particular infant. 

The results of this analysis make it difficult to agree 
that the diagnosis of transverse lie alone should be 
considered an absolute indication for delivery by 
cesarean section. Each individual case needs its own 
cautious evaluation. If the pelvis is proved adequate 
and the membranes remain intact until the cervix is 
adequately dilated, then delivery by version and ex- 
traction should be considered. If the membranes 
should rupture before adequate cervical dilatation 
has occurred, then a re-evaluation of the situation is 
mandatory and immediate cesarean section recom- 
mended if vaginal delivery cannot be effected sooner 
and with safety. In the case of the premature labor, 
the expected weight of the infant will obviously affect 
the decision as to the value of cesarean section. 

This study revealed that in the cases of mature in- 
fants delivered vaginally in this series, earlier diag- 
nosis, closer observation in labor, and better man- 
agement in some instances, or delivery in the hands 
of more qualified personnel in others, would have 
reduced the fetal mortality to a low previously ascribed 
only to the almost exclusive use of cesarean section. 

—Charles Baron, M.D. 


Numorphan in Labor. Mirena Smmeckova, WyNnTON 
Suaw, EwizasetH Poor, and E. E. Nicuotrs. Odst. 
Gyn., 1960, 16: 119. 


NuMORPHAN is a new analgesic agent which has been 
extensively tested in more than 25,000 patients and 
found to possess a rapid onset of action, prolonged 
duration of effects, marked freedom from side effects, 
and a wide margin of safety. Being a synthetic deriva- 
tive of morphine, it has a mechanism of action similar 
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to that of morphine but is less than one-sixth as toxic 
per equally effective dose. 

Since these qualities promise to be valuable in the 
conduct of labor, numorphan has been administered 
to 100 unselected patients in labor as a preliminary 
to a more extensive clinical trial. Small doses were 
employed, 0.5. to 1.0 mgm. as a substitute for other 
analgesics and in combination with 1.5 or, occasion- 
ally, 3 gm. of seconal. 

It was observed that the onset of action occurred 
in 5 to 10 minutes and the maximum point of relief 
was reached in 15 to 20 minutes. 

The average duration of action was 4 to 5 hours. 
The only side effects were nausea in 6 per cent and 
vomiting in 3 per cent. As judged by response, anal- 
gesic effect was rated good in 72 per cent, fair in 23 per 
cent, and poor in 5 per cent. The progress of labor 
was unaffected. Of 100 babies, 97 were born in good 
condition, 2 were born severely depressed after 
numorphan combined with 3 gm. of seconal, and 
there was 1 antepartum death. 

It is the authors’ opinion that numorphan will 
prove to be a valuable adjunct to labor and that 
further evaluation is indicated. 


—Lester T. Hibbard, M.D. 


Use of a Vacuum Extractor (Ventouse) in Obstetrics, 
J. A. Cuavmers and R. J. Foruercity. Brit. M. 7., 
1960, 1: 1684. 


THE AUTHORS discuss 100 deliveries by means of the 
modified Malmstrém vacuum extractor. The princi- 
pal indications for intervention were: unprogressive 
or prolonged second stage in 44 of the cases, fetal dis- 
tress in 23 of the cases, long or complicated first stage 
in 14 cases, and other maternal factors in the remain- 
ing 19 cases. 

Seventy-nine patients were primigravidas. There 
were 6 twin pregnancies, in 4 of which both twins 
were extracted with the aid of the vacuum extractor. 
In 100 instances the vertex presented. In 3 cases the 
presentation was a frank breech with delay in the 
second stage. In 84 cases the cervix was fully dilated, 
but in 16, including 13 primigravidas, dilatation was 
incomplete. In 88 cases delivery was successfully com- 
pleted with the vacuum extractor alone; in 12, forceps 
were employed to complete the operation. 

All the children whose weight ranged from 2,040 
to 5,045 gm. were born alive, with the exception of 2 
who died in utero before delivery. There were 2 
neonatal deaths. In 1 of these cases forceps delivery 
had been undertaken for acute fetal distress. In the 
second case the infant was a first twin weighing 2,040 
gm. who died from tentorial tears 6 hours after an 
easy delivery. Of the 9 premature infants, 8 made 
good progress after the delivery. 

It is the authors’ opinion that the instrument is 
safe for mother and child and can effectively replace 
the obstetric forceps in most instances. It is contra- 
indicated in cases of acute fetal distress or a material 
degree of cephalopelvic disproportion. It can be used 
during the first stage of labor to augment pains and 
to promote dilatation of the cervix so that early de- 
livery becomes possible. Rotation of the occipito- 
posterior or transversely arrested head can in most 
instances be more easily and more physiologically 





effected with the vacuum extractor than either manu- 
ally or with forceps. 
The authors describe the instrument and its appli- 
cation, and survey the literature. 
—Lawrence I. Bernard, M.D. 


Labor in the Elderly Primipara (Osservazioni sull’. 
andamento del travaglio di parto nelle primipare 
attempate). GHERARDO CasaGLia and ANTONIO Fac- 
GIOLI. Arch. ostet. gin., 1960, 65: 204. 


ONE HUNDRED AND FIFTY PRIMIPARAS, all more than 
30 years of age, were studied by the method of T. 
Koller of Basel, Switzerland. This method consists 
in depicting the course of labor as a function of the 
successive intrapartum 2 cm. dilatations of the uterine 
cervix. These points are graphed as ordinate values, 
the abscissas being graduated in hours of duration 
of the course of labor. 

The study of this material tends to show that in 
these older primiparas the rupture of the membranes, 
once dilatation has been initiated, exerts a favorable 
action on the progress of the labor; that is, the rupture, 
whether spontaneous or induced, actually shortens 
the course of the childbirth. In this finding the authors’ 
results follow closely the conclusions of Ferrario re- 
garding the course of labor in women of whatever 
age. 

Thus, the integrity of the membranes does not 
seem to be indispensable for the proper development 
of the process of cervical dilatation, and artificial 
rupture would seem to be justifiable at any time 
during the period of labor. However, the authors warn 
that before resorting to a puncture of the membranes, 
the obstetrician should assure himself of the presence 
of regular contractions of the parturient uterus and, 
furthermore, should assure himself of the absence of 
any spasmodic condition or rigidity of the cervix and 
that no cephalopelvic disproportion is present. 

— John W. Brennan, M.D. 


PUERPERIUM AND COMPLICATIONS 


Postpartum Hemorrhage (Le metrorragie del primo 
puerperio). Ic1r1o Parpini. Minerva. gin., Tor., 1960, 
12: 463. 


AFTER PRESENTATION of the statistical data on the 
maternal mortality encountered in different countries 
as a consequence of postpartum hemorrhage, the 
author discusses the cause, clinical picture, pathology, 
and treatment of this condition. 

The hemorrhages of the puerperium are due to 
one or more of the following causes: (1) deep tears 
of the birth canal, (2) uterine atony, (3) placental 
retention, and (4) hemorrhagic diseases. The diagno- 
sis of the first condition is generally obvious and the 
treatment easy. Uterine atony is the most common 
cause of bleeding and an important role in its occur- 
rence is played by the ovarian hormones, which, 
therefore, are widely employed in its treatment. 
Placental retention is the third most common cause 
of bleeding. Its diagnosis and treatment generally 
do not present particular difficulties. The hemorrhagic 
diseases which intervene in the mechanism of the post- 
partum hemorrhages are: (1) Rh incompatibility, 
(2) hypofibrinogenemia, (3) plasma fibrinogen deple- 
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tion due to intravascular blood clotting, (4) increased 
fibrinolytic activity of the plasma, and (5) embolism 
of amniotic fluid. 

The treatment of these conditions is still a formi- 
dable challenge to the physician and much has yet to 
be done for a complete mastery of this problem. 

— Riccardo Benvenuto, M .D. 


NEWBORN 


Chemical Stimuli of Respiration in the Early Neona- 
tal Period. HeLen Serpert ReEarpoN, Mary L, 
BauMANN, and E. Joun Happap. 7. Pediat., S. Louis. 
1960, 57: 151. 


ANALYSES OF DATA related to the three chemical 
stimuli to respiratory activity, pH, pCO:, and pO, 
in temporal artery blood of healthy full-term in- 
fants at various ages after birth indicate that: 

1. Metabolic and respiratory acidosis are present 
at birth. Respiratory acidosis is usually corrected by 
the fourth hour of life. Metabolic acidosis is partially 
corrected in the majority of breast-fed infants in the 
first 24 hours of life by a slight elevation in bicar- 
bonate, buffer anions of hemoglobin, and a marked 
decrease in pCO, ; long term correction over 4 days 
is apparently accomplished by an increase in bicar- 
bonate. 

2. During at least the first 3 days of life the plasma 
hydrogen ion concentration may be an important 
chemical stimulus to respiratory ventilation. 

3. Cognizance of the chemical variations in healthy 
infants during this early age period is necessary for 
evaluation of sick infants. —Charles Baron, M.D. 


Neonatal Gastric Perforation Caused by Congenital 
Defects of the Gastric Musculature. José H. Ama- 
pEO, HucH W. AsHMorRE, and GonzALo E. APONTE. 
Surgery, 1960, 47: 1010. 


THE AUTHORS report 3 cases of spontaneous perforation 
of the anterior wall of the stomach in the first 3 or 4 
days of life. Celiotomy was performed in each instance. 
All of the patients died. Autopsy was performed. 

Microscopic examination showed similar changes in 
all 3 babies. At the area of perforation, there was 
necrosis of the mucosa. The muscularis mucosa was 
intact. There was edema of the submucosa and variable 
inflammation. There was an absence of the muscular 
layers immediately adjacent to the perforation. In 1 
of the cases, two other areas of the muscular coats 
were absent from the posterior wall of the stomach. 

Congenital defect in the gastric musculature is 
considered the cause of the perforation. 

—Lockert B. Mason, M.D. 


Symmetrical Peripheral Edema in Infants. H. EvERLY 
Jones. Arch. Dis. Childh., Lond., 1960, 35: 192. 


THE AUTHOR REPORTS 7 cases of symmetrical periph- 
eral edema in infants seen at the Royal Hospital, 
Wolverhampton, England. All children had pitting 
edema of the feet and most of them of the hands as 
well, although to a lesser degree, present from birth, 
and without evidence of a circulatory disturbance. 
The edema was always heaviest at the dorsum, was 
always symmetrical, and resembled well-fitting field 
boots. It tended to vanish from the hands first and 
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disappear from the legs during the first few years of 
life. Five of these 7 children were undersized when 
examined later, and 5 showed dystrophy of the toe- 
nails. In 3 of the children, all apparently girls, the 
chromatin pattern did not correspond to the morpho- 
logic sex. None of the children had any evidence of 
heart or kidney disease. 

The literature contains case reports similar to these 
observations in which the terms “trophic” or “lym- 
phangiectatic edema,” “‘scleredema,” or “elephan- 
tiasis” were used but showed a somewhat different 
picture. A comparison with the Bonnevie-Ullrich 
syndrome, rather, would apply in 4 of these, and with 
Turner’s syndrome, a more complete manifestation, in 
the other 3 cases. If this clinical picture is present, 
genetic sex determination (nuclear chromatin) is 
advisable. —W. Dieter Bergman, M.D. 


Recurrent Small Bowel Volvulus in the Newborn 
Infant. Rosert H. Lunp. 7. Pediat., S. Louis, 1960, 
Tew. 73 


Tus stupy embraces 21 cases of volvulus of the small 
intestine; only 3 had associated malrotation of the 
colon with or without duodenal obstruction. Volvulus 
of the small intestine is presumably related to a faulty 
posterior fixation of the mesentery. The high incidence 
of death due to vascular collapse secondary to venous 
obstruction is of significance. When the voivulus is 
sufficient to produce only venous obstruction without 
arterial obstruction, there occurs pooling of the blood 
in the mesentery and the gut resulting in rapid de- 
crease in circulating blood volume and vascular col- 
lapse. It is then extremely important to make this 
diagnosis as early as possible, as evidenced by the 
death of 4 patients within 24 hours and of 1 at 32 
hours. 

The author reported a case of recurrent volvulus 
in detail demonstrating one of the major problems 
in pediatric abdominal surgery, namely, postopera- 
tive obstruction caused by peritoneal adhesions and 
the importance of the enterostomy tube in proximal 
decompression. When properly used, the long intra- 
luminal enterostomy tube is a life-saving tool for the 
surgeon. The tube is inserted from the proximal je- 
junum through the ileocecal valve into the right side 
of the colon. The proximal end of the tube is brought 
out after the method of Witzel. The tube is removed 
slowly over a period of 2 to 3 days to prevent retro- 
grade intussusception of the small intestine. 

—Robert Turell, M.D. 


Water Requirements for Renal Excretion in Full 
Term Newborn Infants and Premature Infants Fed 
a Variety of Formulas. Pitre L. Catcacno and 
MirtcHE tt I. Rusin. 7. Pediat., S. Louis, 1960, 56: 717. 


FULL TERM INFANTS 2 to 4 days of age who were fed 
whole cow’s milk, low osmolar milk, modified cow’s 
milk, and human milk ad libitum and kept in an en- 
vironment of 70 to 80 degrees F. had a urine volume 
which measured approximately 25 per cent of the 
fluid intake. Fifty-seven per cent of the urinary water 
excretion of the infants fed whole cow’s milk was ex- 
pendable water; the highest amount of expendable 
water, 82 per cent, was found in the infants who were 
fed low osmolar milk. These data indicate that in 
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normal infants in this age period whose extrarenal 
water losses are not excessive, the ad libitum intake of 
the formulas studied does not impose a drain on the 
stores of body water. 

In the 6 to 9 day old full term infants fed human 
milk ad libitum, the urinary volume was approxi- 
mately 45 per cent of the fluid intake; the intake of 
these infants was considerably larger than that of the 
2 to 4 day old infants. On this feeding, the expendable 
renal water was found to be 82 per cent of the total 
urine volume. 

Premature infants 10 to 20 days of age who weighed 
between 1.4 and 2.1 kgm. and who were fed low os- 
molar milk excreted 52 per cent of their fluid intake, 
86 per cent of which was expendable urinary water. 

Even though a large proportion of the urinary water 
excretion of full term newborn infants and 10 to 56 
day old premature infants when fed a formula of whole 
cow’s milk is expendable, the margin of safety with 
such a formula with regard to water requirements 
would be greatly reduced when extrarenal water 
losses are excessive. The feeding of undiluted whole 
cow’s milk at this age period is not recommended. 

—Charles Baron, M.D. 


Emergency Renal Surgery in the Newborn Infant. 
ARNOLD PorTER and Ernest K. LANDSTEINER. WN. 
England 7. M., 1960, 263: 1. 


IN A RECENT REVIEW by Melicow and Uson of 372 
infants and children with “surgical’? abdominal 
masses, approximately 50 per cent of the cases were 
of urinary tract origin. Of this group the vast major- 


ity involved the kidney. The other 50 per cent con- 
sisted of neuroblastomas and teratomas. 

The authors review the patients who were treated 
at the Rhode Island Hospital, Providence, Rhode 
Island during a 10 year period for anomalies of the 
kidney in the newborn infant that, because of the 
presence of a palpable mass, constituted a surgical 
emergency. Once the abdominal mass has been noted, 
the authors use physical examination, transillumina- 
tion of the abdominal cavity, examination of the 
urine, plain film of the abdomen, cystography, and 
intravenous urography as diagnostic procedures. The 
last procedure often helps to establish a diagnosis of 
renal disease and may also assist in estimating the 
presence or absence as well as the function of both 
kidneys. 

The authors believe that, since exploration of these 
infants with abdominal masses will have to be carried 
out as an emergency, retrograde study, particularly 
if it involves suprapubic cystotomy, is unnecessary. 
They group the surgical emergencies of the kidney 
in the newborn as follows: (1) renal tumor, (2) soli- 
tary renal cyst, (3) unilateral multicystic kidney 
disease, (4) renal infarction, and (5) ureteropelvic 
obstruction. The authors give a brief review of these 
renal diseases in the newborn and present illustrative 
cases from their experience. They conclude that every- 
thing is to be gained by early exploration in any of 
these renal situations, particularly since the surgical 
risk is no greater in the first few days of life and in 
some cases early operation may be lifesaving. 

—Gordon F. Madding, M.D. 
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SURGERY OF THE MALE REPRODUCTIVE SYSTEM 


PROSTATE AND SEMINAL VESICLES 


Cytological Diagnosis of Prostatic Tumors by Trans- 
rectal Aspiration Biopsy. S. Franzen, G. GIERTz, 
and J. ZayiceK. Brit. 7. Urol., 1960, 32: 193. 


An INGENIOUS APPARATUS for transrectal aspiration 
biopsy designed by the senior author has been used 
for 100 transrectal aspiration biopsies of the prostate 
gland. In the series, there were 26 reports of carcinoma 
and, of these, subsequent examination of tissue sec- 
tions showed no false-positives. The apparatus consists 
ofaslightly curved flexible needle, a needle guide, and 
an aspiration syringe. The needle is inserted into the 
guide which lies on the concave aspect of the index 
finger; the tip of the finger is inserted through a 
steering ring at the end of the guide. An adjustable 
plate midway along the guide serves to support the 
instrument by resting on the thenar. A finger cot is 
passed over the tip of the index finger. The finger is 
inserted into the rectum with the apparatus upon it; 
the needle is advanced into the area of the prostate 
gland suggestive of tumor over the palpating finger 
tip; and an aspiration biopsy is performed with the 
attached syringe. Several areas are aspirated, the finger 
and apparatus are withdrawn, and the intraluminal 
tissue is expressed upon a slide with the syringe. After 
dry fixation, the May-Griinwald-Giemasa stain is used. 
— David Rosenbloom, M.D. 


An Evaluation of Prostatic Serum and Acid Phospha- 
tase in Prostatic Diseases, Especially in Prostatic 
Carcinoma. Sozo Itor and ‘lakamirsu KusuNoKI. 
Med. J. Osaka Univ., 1960, 10: 459. 


THE AUTHORS studied the enzyme activity of the pros- 
tatic serum acid phosphatase (PSAP) and the total 
serum acid phosphatase (‘TSAP) of 38 patients with 
prostatic carcinoma and 129 patients with benign 
prostatic diseases. They determined by studying 154 
normal males that the upper limit of the PSAP is 0.50 
King-Armstrong unit and that of TSAP is 2.64 
King-Armstrong units. 

In 17 patients with prostatic disease (9 cases of pros- 
tatitis, 2 of inflammatory bar, and 6 of medium bar) 
the following results were obtained: an elevated PSAP 
in 6 and an elevated TSAP in 8. 

Of 78 patients with benign prostatic hypertrophy 5 
had an elevated PSAP and 16 an elevated TSAP. In 
60 of the 78 both values were within the normal range. 

Of 30 patients with benign hypertrophy associated 
with inflammation 15 had an elevated PSAP and 13 
an elevated TSAP. Elevated PSAP was found in 31 
of 38 patients suffering from prostatic carcinoma and 
elevated TSAP in 14 patients of this group. Nineteen 
patients had metastasis; 7 of these had an elevated 
PSAP and 9 had an elevated TSAP. 

Elevation of the PSAP and the TSAP is found in 
patients suffering from any prostatic disease, but there 
1s a tendency for elevated PSAP to be found more 
frequently in patients with prostatic carcinoma or 
hypertrophy associated with inflammation. 


Additional studies were carried out on patients with 
carcinoma and those with benign hypertrophy. Serum 
was collected from them before and 1 or 2 hours after 
the injection of 100 mgm. of testosterone intramuscu- 
larly. In 20 of 24 patients with benign hypertrophy 
the PSAP was within normal range before and after 
injection. In 3 patients or 12.50 per cent the PSAP 
was elevated after the injection. Only 1 of 24 patients 
with prostatic carcinoma showed normal PSAP before 
and after injection. From these studies it was concluded 
that elevation of the PSAP can be a clue to the diag- 
nosis of early prostatic carcinoma, but may not be 
of value in differentiating carcinoma from hyper- 
trophy associated with inflammation . It became clear 
that elevation of the PSAP after the administration of 
the 100 mgm. of testosterone was almost a specific 
finding in prostatic carcinoma, and that this test was 
most useful in differential diagnosis of carcinoma from 
other diseases. —Robert O. Beadles, M.D. 


Retropubic Prostatectomy Using a No Catheter Tech- 
nique. L. S. DeBENHAM and A. E. Warp. Brit. 7. 
Urol., 1960, 32: 178. 


IN AN ELECTIVE CASE in which a cystoscopy has been 
the only instrumentation, and in which the patient 
has sterile urine before operation, it should be pos- 
sible, if there has been no indwelling postoperative 
catheter, to maintain sterility of the urine during and 
after retropubic prostatectomy. During 1954, when 
ordinary spinal anesthesia was used, the authors 
achieved the no catheter ideal in 12 of 20 patients in 
whom a Satisfactory degree of hemostasis seemed to 
warrant the procedure. At the end of 1954 the devel- 
opment of a method of extremely hypotensive anes- 
thesia produced conditions which raised the possibility 
of the no catheter technique from 60 to 82 per cent of 
cases. The procedure basically consists of induction 
of a low intrathecal spinal anesthesia with heavy 
nupercaine solution under cover of an intravenous 
chlorpormazine-promethazine-pethidine mixture, 
with, if necessary, a very small dose of thiopental. 
By the end of the operation, the blood pressure almost 
invariably is slowly beginning to rise. 

This technique results in almost all cases in a very 
satisfactory, sometimes exceptionally bloodless oper- 
ating field. In this series no blood transfusions were 
given, either during the operation or postoperatively. 
The cases presented are consecutive, including all age 
groups, elective cases, and patients with retention. 
Four deaths, 3.85 per cent, were all in the group of 
retention cases. 

The conditions in which it is necessary to leave in 
a catheter at operation are (1) diabetes, (2) any undue 
bleeding, (3) a not watertight capsule after suture, 
and (4) unduly prolonged preoperative suprapubic 
drainage. 

Urine is first passed by the patient on the average 
of 9 hours after the operation, and, having started 
to pass urine, he continues to do so without trouble. 
A catheter is not passed unless the patient is uncom- 
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fortable. The main purpose of the technique is to 
maintain sterile urine during and after the operation. 
Of 22 patients who had sterile urine before operation, 
18 came through the postoperative and convalescent 
stage with sterile urine; in the 4 patients who became 
infected, the disorder cleared within 4 weeks. 

—Ray C. Johnston, M.D. 


PENIS 


Malignant Tumors of the Penis and Their Treat- 
ment. YRJO PERTTALA. Ann. chir. gyn. Senn., 1960, 49: 
196. 


SEVENTY-EIGHT PATIENTS with malignant penile tu- 
mors were studied at the University of Helsinki in 
Finland. The average age of the group was 58 years. 
Fifty-four of the patients had squamous cell carcinoma, 
21 had unspecified carcinoma, and 3 had sarcoma. 
Various forms of treatment consisting of surgical in- 


tervention, roentgenotherapy, or a combination of the 
two were used. The over-all 5 year survival rate was 
47.5 per cent of the total number, and of these sur. 
vivors 62.0 per cent had had no amputation. 

The author suggests the following principles: (1) 
With young patients the tendency is to use conserva- 
tive roentgenotherapy and keep amputation in re. 
serve. (2) In old men, amputation is performed if the 
tumor is large. (3) If the primary tumor is compara. 
tively limited and the urethra is free, electrocoagu- 
lation is performed. (4) If there is infiltration into the 
urethra or the corpus cavernosum, amputation is indi- 
cated. (5) If the patient is in good condition, the groin 
should be treated by roentgenotherapy. (6) Inguinal 
node dissection is used only when specifically indi- 
cated. (7) Superficial recurrences are treated by elec- 
trocoagulation and the more extensive recurrences 
are treated by amputation. 

— Robert O. Beadles, M.D. 
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SURGERY OF THE GENITOURINARY TRACT 


KIDNEYS AND URETERS 


The Injured Kidney. James F. GLENN and B. Marvin 
Harvarp. 7. Am. M. Ass., 1960, 173: 1189. 


INFORMATION concerning 84 cases of renal trauma is 
presented and the cases are divided into 4 categories on 
the basis of roentgenographic findings. 

1. Severe injury. Roentgenographic evidence of 
retroperitoneal hemorrhage, extravasation, oblitera- 
tion of psoas and renal shadows, or marked deformity 
of the collecting system is seen. The injured kidneys in 
this category are frequently nonfunctioning and must 
be examined by retrograde pyelography. The patients 
in this group prove to be those with the most profound 
clinical signs of injury and those who must often have 
surgical treatment. Death, persistent pyelographic 
changes, and subsequent hypertension are most com- 
mon in this group. 

2. Moderate injury. In this category are included 
those patients with obscure psoas or renal shadows, 
nonfunctioning kidneys, or evidence of subcapsular 
hematoma but without evidence of severe anatomic 
damage to the kidney. This category generally includes 
those patients in whom the degree of renal damage is 
fairly severe but who do not usually require operative 
intervention. Prognosis for healing is good, and com- 
plications are not frequent. 

3. Minimal injury. This group includes those pa- 
tients with intrarenal fracture of the kidney, and the 
roentgenographic signs include minimal distortion of 
the caliceal system, clots in the renal pelvis, and de- 
layed function or decreased concentration of excretory 
media. These patients do not require operative inter- 
vention, and complications are minimal. 

4. Negligible injury. This category includes all pa- 
tients without roentgenologic evidence of renal injury. 
Hematuria, gross or microscopic, is the cardinal find- 
ing. Complete, uncomplicated healing may be ex- 
pected. 

Conservative treatment is sufficient in the vast 
majority of cases of renal trauma, and these patients 
will require only supportive management. Surgical 
exploration of severe injuries can very often be de- 
ferred long enough for thorough evaluation. 

Although the vast majority of patients suffering from 
renal trauma will have no lasting ill effects, hyper- 
tension may occur as a result of the injury. Other late 
effects are rare, but include scarring, infarction, cysts, 
calcification, hydronephrosis, and persistent infection. 
All patients who have sustained renal injury should 
have periodic follow-up studies for at least a year if late 
sequelae are to be corrected. 

—Laurence F. Greene, M.D. 


Horseshoe Kidney (Diagnostic et traitement du rein 
en fer A cheval). A. LHez and Y. Frecevu. 7. urol. 
méd., Paris, 1960, 66: 53. 


DurRING THE PAST FEW YEARS, the authors have ob- 
served 17 patients with horseshoe kidney. The detailed 
study of these cases has provided a review of the clini- 


cal, diagnostic, and therapeutic aspects of this con- 
genital anomaly. 

The patients in this group were between 4 and 65 
years of age; 3 were less than 15 years and 2 were more 
than 60. There were no special symptoms that sug- 
gested the diagnosis, but the majority of the patients 
had a persistent albuminuria or a rebellious pyuria 
that led to the discovery of the horseshoe kidney. In 
a third of the patients vague abdominal pain was 
present. Not one of the patients had typical renal colic. 

The diagnosis was established roentgenographically. 
In only 3 patients a shadow on a plain film was ul- 
timately identified as an isthmus. Contrary to other 
reports, no calculi were found in these 17 patients. 

Intravenous urography or retrograde pyelography 
provided the essential diagnostic features of this con- 
genital anomaly. The appearance of the pelvis, calyces, 
ureter, and the renal axis established the diagnosis. 

The therapeutic considerations are based on the 
status of the kidney at the time the diagnosis is es- 
tablished. As long as the pelvis empties properly and 
the tonicity remains good, only periodic observations 
appear necessary. When there is evidence of beginning 
hydronephrosis, regular periodic examinations be- 
come mandatory. It should also be stated that the age 
at which the condition is first discovered dictates and 
directs the type of therapy as well as the intensity of 
the follow-up. If the condition becomes progressive as 
determined by close observation, then plastic surgery 
of the ureteropelvic junction and simple resection of 
the isthmus may save the patient from more extensive 
subsequent surgery. A kidney that has been destroyed 
by extensive hydronephrosis should be removed. The 
authors performed 4 nephrectomies in this group of 
17 patients. —Conrad A. Kuehn, M.D. 


Renal Carcinoma (In tema di carcinomi renali). M. 
Cotomsati, L. Lupatre.ui, and S. MEssinetti. Ann. 
ital. chir., 1959, 36: 911. 


THE AUTHORS report on the treatment of renal carci- 
noma and discuss 14 cases encountered in the past 10 
years at the University of Perugia in Italy. 

Nephrectomy is the treatment of choice and an en 
bloc excision including the perirenal adipose tissue is 
recommended. It is considered important to ligate 
the vascular peduncle, especially the vein, before 
manipulating the tumor. A complete excision is not 
always possible because of extension of the tumor into 
adjacent structures and organs. The incision most 
commonly used is the lumbar approach, combined 
with resection of the twelfth rib. A lumboabdominal, 
abdominal, or abdominothoracic approach is used in 
certain cases. 

Postoperative follow-up studies revealed that 9 pa- 
tients have died, 1 immediately postoperative due to 
cardiorespiratory failure; 3 patients died in 1 year, 3 
in 2 years, and 2 within 5 years. There are 5 living, 2 
for 1 year, 2 for 4 years, and 1 living after 11 years. 

In general, extensive diffusion of the tumor carries 
a poor prognosis. When the classical triad of pain, 
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hematuria, and palpable tumor is present, the prog- 
nosis is usually very poor. True renal carcinoma 
shows a poor prognosis as compared to hyperneph- 
roma. The solid undifferentiated papillary tumor also 
carries a poor prognosis. 

—Lucian J. Fronduti, M.D. 


Partial Nephrectomy in Renal Tumor. Einar Lyunc- 
GREN. Acta. chir. scand., 1960, Suppl. 253, p. 37. 


THE AUTHOR PRESENTS A REVIEW Of the literature on 
partial nephrectomy performed for renal tumor. This 
operation has been performed in the following type of 
cases: (1) the neoplasm was wrongly considered to be a 
benign lesion; (2) tumors were found in each kidney 
and bilateral partial nephrectomy was performed; (3) 
the tumor occurred in a solitary kidney; and (4) the 
contralateral kidney was found to be significantly 
diseased. 

The author describes his case in which a hyper- 
nephroma on the right side wasdiscovered in a 61 year 
old woman. Bilateral renal clearance studies indicated 
that the greater part of the total renal function de- 
pended on the tumorous kidney. Exploration was 
performed, and the upper two-thirds of the kidney 
including the tumor was excised. Convalescence was 
uneventful, and 2 months later an excretory urogram 
showed that the small remaining portion of the kidney 
was functioning. The patient was in good condition, 
although slight elevation of the nonprotein nitrogen 
was present. 

The author concludes that further observation is 
necessary to judge the result of partial nephrectomy in 
renal tumors. The indications for this operation in cases 
in which the contralateral kidney is normal cannot be 
stated with precision. On the other hand, exploration 
of the kidney is justified in all cases of renal tumors in a 
solitary kidney, or in cases in which the function of the 
contralateral kidney is greatly decreased. 

—Laurence F. Greene, M.D. 


Survival of Patients Following Nephrectomy for Re- 
nal Cell and Transitional Cell Tumors of the Kid- 
ney. Gustavus A. HumpHREYs and NATHAN CHANDLER 
Foor. 7. Urol., Balt., 1960, 83: 815. 


A sERIES of 165 patients who had undergone nephrec 
tomy for renal cell carcinoma and had been followed 
up for 5 or more years was studied. The average age 
at the time of operation was 51 years. Fifty-seven per 
cent survived 2 years in comparison with an expected 
survival in the general population of 94.7 per cent. 
The patients continued to die at a greater rate than 
that expected in the general population. At the end 
of 5 years only 35 per cent were alive. The patients 
who were studied for a second 5 year period revealed 
a still greater mortality rate. At the end of 10 years, 
only 18 per cent were alive after nephrectomy and 
only 12 per cent survived 15 years. Of 8 patients who 
survived more than 15 years, 2 died with proved re- 
currences which first became evident after the fif- 
teenth year. One died 22 years after nephrectomy of 
metastasis to the lung and the brain. Consequently, 
since patients continued to die of recurrent carcinoma 
in all periods under study, it is impossible to establish 
a sound criterion of cure based upon length of sur- 
vival without clinical evidence of recurrence. 


Approximately one-fourth of the patients had radia- 
tion therapy either preoperatively or postoperatively 
and there is no suggestion in the study that survival 
was improved by this therapy. 

The histologic characteristics of the neoplasm were 
related to survival more than were the size of the 
neoplasm, the age or sex of the patient, and whether 
or not radiation therapy was employed. All of the 
patients surviving more than 15 years had histo- 
logically orderly clear cell neoplasms. Fifty-six pa- 
tients were subjected to nephrectomy for transitional 
cell tumors of the kidney; 11 of the tumors were 
simple papillomas and 43 were carcinomas. Only 5 
of the patients with carcinomas lived 5 years and 
these 5 all had atypical papillomas of a very low 
grade malignancy. Three of the 5 subsequently died 
between the fifth and ninth year. 

—Robert O. Beadles, M.D. 


The Earliest Signs and Symptoms in 127 Male Pa- 
tients with Genitourinary Tuberculosis. Herman 
WECHSLER, MiIcHAEL WESTFALL, and Joun K. Larti- 
MER. 7. Urol., Balt., 1960, 83: 801. 


A stupy of 127 patients with genitourinary tubercu- 
losis revealed that the highest incidence of initial 
symptoms occurred in the age group of 20 to 30 years, 
although tuberculosis is found in the older patient. 

Epididymitis was the commonest initial symptom 
and urinary irritation was the next most common, 
Epididymitis was present in 36 per cent, urinary irri- 
tation in 20 per cent, and hematuria in 20 per cent. 
Renal colic, albuminuria, and hemospermia were all 
found occasionally. 

The time elapsing between the first symptoms and 
the diagnosis of urinary tuberculosis varied from 1 
month to 20 years. Often the patients had a brief 
period of symptoms which subsided and then recur- 
rence caused them to seek medical aid. 

The study emphasizes that any patient with epi- 
didymitis, gross hematuria, or persistent urinary 
symptoms should have an investigation for possible 
tuberculosis of the urinary tract and that any patient 
with unexplained symptoms in the urinary tract 
should also have an investigation for tuberculosis. 

—Robert O. Beadles, M.D. 


Periureteritis Plastica and Perirenal Fascitis (Peri- 
ureteritis plastica y fascitis perirenal), ALFonso Latirr 
Conve and Hector Pasto Barreto. Unidia, Bogota, 
1960, 7: 11. 


THE PATIENT with periureteritis was a 25 year old 
male who had been complaining of moderate but 
constant pain in the right lumbar region for the past 
3 months. There was no evidence of urinary disturb- 
ance. At operation the entire pelvic ureteral tract 
was found to be incarcerated by sclerosed areolar 
tissue which afforded histologic findings that were 
characteristic of periureteritis plastica. ‘The involved 
ureteral tract was easily freed by means of blunt 
dissection and was reimplanted into the bladder at 
another point. Seven months later the urinary tract 
had returned to normal proportions and the patient 
was free of symptoms. 

The patient with perirenal fascitis was a female 
with pyonephrosis of the right kidney. Removal of the 





right kidney was followed by immediate relief of symp- 
toms. Five months later, however, pains developed in 
the left lumbar region; these pains continued intermit- 
tently for the following 2 years. At the end of this 
period a ureteroneocystostomy was performed and, 
again, there was immediate relief of the symptoms. 
Intermittent attacks continued, however, finally cul- 
minating in an attack of anuria. 

At the operation carried out at the time of this 
attack of anuria, the remaining left kidney was found 
to be completely enclosed in a sclerosed kidney cap- 
sule. The renal pelvis was dissected free and an emer- 
gency nephrostomy carried out. At present, a month 
after this last operation, the patient is in good physical 
condition. 

The authors speculate on the possible influence of 
the antibiotics in the production of this sclerotic con- 
dition. Although in neither of these patients was 
there a history or any evidence that suggested a pre- 
vious infection of the lower urinary tract, the authors 
think that an infective agent may have proceeded 
upward by way of the areolar periureteral tissues 
and, as a result of a torpifying action by the anti- 
biotic medication, may have produced the sclerotic 
process. — John W. Brennan, M.D. 


Operative Correction of Retrocaval Ureter. H. SHEp- 
ARD ROWLAND, JR., R. Carwt Bunts, and JosepH H. 
Iwano. Ff. Urol., Balt., 1960, 83: 815. 


Four cases of retrocaval ureters are reported and 37 
cases from the literature are discussed with emphasis 
on the treatment. Plastic repair in this condition may 
be accomplished by division of the ureter and reanas- 
tomosis of the cut ends after bringing the detached 
segment from behind the vena cava. 

The authors think that division above the ureteral 
pelvic juncture tends to preserve the blood supply 
and is the procedure of choice. Ligation and division 
of the vena cava have been carried out for this condi- 
tion. It would seem from an analysis of the cases pre- 
sented that the type of operation and point of divi- 
sion would be dependent on the type and extent of 
the pathologic changes caused by the retrocaval 
ureter, —Robert O. Beadles, M.D. 


BLADDER AND URETHRA 


Exstrophy of the Bladder, J. H. J. VAN Der Vuurst 
De Vrtrs. Arch. chir. Neerl., 1960, 12: 169. 


Exsrropuy of the bladder is described and a historical 
survey of the theories of the pathogenic mechanism is 
presented. Currently, exstrophy is considered to be due 
to insufficient development of the mesodermal sheets 
which originate from the right and left half of the fetus. 
As a result of the failure of the sheets to meet in the 
median line, the cloacal membrane extends to the 
umbilical cord. If the extension is large, exstrophy of 
the bladder occurs; if it is small, only epispadias 
develops. 

A historical description of the methods of treatment 
of exstrophy in the urologic department at the Univer- 
sity of Utrecht, Netherlands is also presented. During 
the years 1897 to 1958, 56 patients with exstrophy re- 
ceived treatment. Best results were obtained in a group 
of 19 patients in whom the Coffey I technique was 
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utilized. Hydronephrosis and hydroureter were least 
common after use of this technique and hyperchlore- 
mic acidosis was not observed. 

—Laurence F. Greene, M.D. 


Surgical Treatment of Cancer of the Bladder (Trata- 
mento cirdrgico do cancer da bexiga). JoAo B. VIAN- 
NA. Rev. brasil. cirurg., 1960, 39: 219. 


THE AUTHOR reviews his experience with 50 cases of 
bladder cancer. Three-fourths of the patients were 
male; their ages ranged from 35 to 78 years, most of 
them being between 50 and 70. 

In these 50 cases, there were 22 transitional cell 
carcinomas, 12 carcinoma simplex, 9 “‘spinocellular”’ 
carcinomas, 6 malignant papillomas, and 1 leiomyo- 
sarcoma. Surgical treatment included 25 total cystec- 
tomies, 13 partial cystectomies, and 6 instances of 
urinary diversion only. Various methods have been 
used for urinary diversion. The author performed 2 
cutaneous ureterostomies early in the series, but stric- 
tures and hydronephrosis developed. Then he per- 
formed ureterosigmoidostomies, later changing to the 
Bricker ileal pouch. 

Among the 25 patients on whom total cystectomy 
was performed, there are only 5 survivors but 1 of 
these has survived for 7 years. Of the 13 with partial 
cystectomies, 10 are alive and free of disease. 

The author prefers to perform a partial cystectomy 
if possible, first cauterizing the tumor with trichloro- 
acetic acid to cut down the possibility of implantation 
of tumor cells in the operative field. He reserves total 
cystectomy for larger bladder tumors without visceral 
metastases. — William B. Gallagher, M.D. 


Surgical Treatment of Bladder Tumors (Die chirur- 
gische Behandlung der Blasengeschwuelste). M. 
Kura. Miinch. med. Wschr., 1960, 102: 1102. 


TWENTY-FIVE PER CENT of all bladder tumors are 
either benign papillomas or malignant carcinomas. 
Bladder tumors are three times as common in men as 
in women. Hemangioma, myoma, and sarcoma are 
quite rare. The bladder also may become invaded 
secondarily by cancers of the rectum and of the fe- 
male genitalia. 

The most common symptom is hematuria, which 
demands immediate investigation. The diagnosis can 
usually be made by cystoscopy and can be corrobo- 
rated by cystoscopic biopsy. Examination of the uri- 
nary sediment, cystography, and bimanual examina- 
tion of the patient under anesthesia are aids in the 
diagnosis. The extent to which the tumor invades the 
muscularis of the bladder modifies the management 
and the prognosis. Tumors which penetrate more 
than half the thickness of the muscularis reduce the 
5 year survival rate from 65 per cent to 10 per cent. 

Papillary tumors of the bladder are best treated by 
transurethral electrocoagulation. These cases should 
be checked by cystoscopy at frequent intervals during 
a 5 year period. Partial or total excision of the biad- 
der must be considered in patients who have small 
localized malignant tumors of the bladder which 
have not extended through the bladder wall for more 
than half of its thickness. Total cystectomy is not an 
ideal operation and the diversion of the urinary 
stream introduces complications and difficulties of its 
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own. The complications are those of peritonitis, 
pyelonephritis, uremia, and hyperchloremic acidosis. 
In inoperable cases of cancer of the bladder it may be 
helpful to divert the urinary stream from the bladder 
into the bowel. Radiation of inoperable bladder can- 
cers has not been satisfactory. 

—S. Richard Muellner, M.D. 


Complications of Irradiation of Bladder Tumors (Sur les 
complications de l’irradiation des tumeurs vésicales). 
R. Couvetarre and A. Mozzant. f. urol. méd., Par., 
1959, 65: 871. 


Amonc 34 malignant tumorsof the bladder treated with 
radium implantation and operation there were 10 
instances of radiation cystitis, 1 of stenosis of the blad- 
der neck, and 1 of postoperative hemorrhage. Of 7 
tumors treated with intravesical cobalt 60 there oc- 
curred 3 severe cases of cystitis and 2 of pseudotumor 
radionecrosis. Twenty-nine tumors received external 
radiation from a betatron or cobalt unit; cystitis de- 
veloped in 6 patients and 6 others showed miscel- 
laneous complications such as diarrhea and ulceration 
of the abdominal wall. 

The late manifestations of radiation cystitis in- 
cluded necrosis, sclerosis, and infection. Ulceration 
and pseudotumor were seen in necrosis. Fibrosis, 
telangiectasis, and submucous edema and congestion 
characterized the chronic inflammatory changes. 
Radiation cystitis sometimes appeared 15 to 30 days 
after the start of treatment, especially in heavily in- 
fected bladders. Late radiation changes 12 to 18 
months after treatment usually followed an early bout 
of cystitis. Biopsy was essential in distinguishing late 
radiation changes from recurrent tumor. 

Treatment of early radiation cystitis relied on anti- 
biotics, intravesical instillations of hydrocortisone, 
sedatives, and rest. Late complications required anti- 
biotic therapy and local bladder instillations. Cysto- 
scopic control of large ulcerations and pseudotumors 
was necessary. For continued hemorrhage from telan- 
giectatic areas partial or total cystectomy was the only 
satisfactory treatment. When a contracted bladder 
threatened the upper urinary tract, cystoenteroplasty 
or ileal bladder was used. In general, complications 
were more severe after endovesical radiation. 


—Fohn H. Wulsin, M.D. 


Radiocinematographic Study of Micturition (Etude 
radiocinématographique de la miction). E. CLAERE- 
BoupT and R. ZatcmaNn. Acta urol. belg., 1960, 28: 64. 


THE AUTHORS’ TECHNIQUE consists of introducing 100 
to 250 c.c. of contrast liquid. through a catheter to 
the point of reproducing the initial subjective mani- 
festations of bladder distention. The patient is placed 
upright facing the roentgen tube or slightly obliquely 
between the tube and the film. He or she is invited to 
urinate and then to attempt to arrest the urinary jet. 
Finally, the effect of the patient’s coughing is ob- 
served. 

Normally, during the process of filling, the bladder 
shadow increases in diameter, the base remaining 
flattened, and assumes in general an ellipsoid shape, 
or the dome may be somewhat depressed in the fe- 
male by the uterus. With the onset of the act of 
micturition the shadow assumes a more spheroid 


shape and the vesical floor sinks downward, the 
urethrovesical angle losing its acuity. 

When the flow of urine is voluntarily arrested, the 
process is initiated by the external sphincter, which 
consists essentially of the perineal diaphragm. This 
mechanism raises the urethra, pulling upward with 
it the vesical neck. The authors have observed an ini- 
tial pinching off of the membranous urethra followed 
by the elevation of the base of the bladder, with re. 
flux of the urine that is already in the urethra back- 
ward into the bladder. The image of the terminal 
conical shadow persists for a variable period after the 
arrest of urination and becomes incorporated with the 
vesical shadow only slowly, in consonance with the 
relaxation of the detrusor muscle of the bladder. 

In the original text roentgenocinematographic im- 
ages are reproduced which were obtained from 3 of 
the pathologic conditions which the authors have 
studied. — John W. Brennan, M.D. 


Micturition and Cystometry (La miction et la cysto- 
métrie). RoGerR SauvaGE. Acta urol. belg., 1960, 28: 
153. 


THE AUTHOR has studied the physiology and physio- 
pathology of the bladder in a 140 page report with 
274 references and presented his observations to the 
twenty-fifth Congress of the Belgian Urological So- 
ciety, Brussels, Belgium, 1960. This monograph covers 

Il phases of the subject from the early history and 
descriptions of bladder function through the embry- 
ology, anatomy, histophysiology, and physiology of 
micturition, the function of continence, the pharmaco- 
dynamics of voiding, and the pathology of urination. 

The author pointed out that in the study of mic- 
turition no method of investigation should be neg- 
lected, for the final evaluation of the physiopathology 
of the vesical dysfunction depends upon the results of 
the clinical history and examination along with endo- 
scopic visualization, roentgenologic information, cine- 
matography, uroflometry studies, electromyography, 
and cystometric studies. 

The use of cystometric examinations to determine 
the vesical function has been thoroughly explored in 
this study. From more than 400 cystometric exami- 
nations, the author has studied the normal bladder to 
determine the pressure of the empty bladder, the 
amount of pressure within the bladder being filled 
(plateau), the contraction phase, and the physiologic 
variations such as fatigue, influence of rapid distention, 
and age. 

The cystometric studies show that the bladder needs 
the coordination of a series of neurogenic reflexes: the 
spinal reflex (contraction and response to stretching); 
the subcortical reflex (coordination with other func- 
tions of vegetative life); and the cortical reflex (in- 
hibition of lower reflexes). The proper function of the 
bladder thus depends upon the intact neurogenic 
control over this complex mechanism. 

After cystoprostatectomy with the creation of the 
bladder from a portion of the sigmoid, cystometric 
examinations show the existence of a normal vesical 
function: filling, continence, and evacuation. 

It is only by study of the clinical information, along 
with the newer methods of investigation, that the 
proper diagnosis and evaluation of the normal phys- 





jology and physiopathology of micturition can be 
established. Newer and more precise investigative 
tests will no doubt be devised to add to those already 
in use. —Conrad A. Kuehn, M.D. 


Further Observations on the Kinetics of the Urethro- 
vesical Sphincter. Jack Lapipes, Epwarp P. AjeE- 
mMiAN, Bruce H. Stewart, Barry A. BREAKEY, and 
Joun R. Licutwaropt. 7. Urol., Balt., 1960, 84: 86. 


OxsERVATIONS of intravesical pressure and resistance 
to fluid flow in various areas of the urethra were made 
in adults of both sexes in an attempt to clarify the 
function and structure of the internal vesical sphinc- 
ter. A water cystometer connected to a No. 16 whistle- 
tip catheter was the recording device used in these 
studies. Resting intravesical pressure in the lithotomy 
position averaged 13 cm. of water in the male and 17 
cm. in the female. Spinal anesthesia reduced this an 
average of 4 cm. of water. The erect position increased 
the intravesical pressure 15 to 20 cm.; coughing 
increased it an average of 52 cm. The intraurethral 
resistance was maximal in the midportion of the fe- 
male urethra (51 cm.) and in the region extending 
from the distal portion of the prostatic urethra to 
the most proximal portion of the bulbous urethra 
in the male (57 cm. water). Spinal anesthesia caused 
the resistance in these areas to drop an average of 
19 to 20 cm. of water although in some patients mid- 
urethral resistance was unchanged. Assumption of 
an erect position caused a marked increase in urethral 
resistance. Contracting the muscles of the pelvis had 
asimilar effect. This maneuver also increased urethral 
length an average of 0.5 cm. in the female as judged 
by measurements with a graduated Foley catheter. 
Measurements of intravesical pressure by means of 
a suprapubic needle in patients under spinal anesthesia 
suggested that the pressure necessary to overcome 
urethral resistance corresponded to that observed 
with the retrograde technique. 

The authors conclude that the male posterior 
urethra and the proximal three-fourths of the female 
urethra are the primary urinary sphincters. In a 
relaxed individual, continence can be maintained by 
the primary sphincter. Increased intraurethral resist- 
ance required by coughing or exertion is produced 
by activity of the pelvic and perineal striated muscles. 
On micturition contraction of the bladder and ureth- 
ral smooth muscle shortens urethral length and dimin- 
ishes resistance. — John T. Grayhack, M.D. 


Voiding Urethrography, an Integral Part of Intra- 
venous Urography. Joun W. Hope, Pup J. 
Jameson, and ALEXANDER J. Micnie. 7. Pediat., 
S. Louis, 1960, 56: 768. 


RETROGRADE URETHROGRAPHY is not only unphysio- 
logic and sometimes dangerous, but frequently may 
not reveal lesions which are obstructive only to media 
being excreted in the normal direction. With children, 
to give the intravenous injection for urography rather 
than to do retrograde urography is especially saving 
In regard to instrumentation, anesthesia, and danger- 
ous infection. 

Routine voiding urethrograms in the author’s male 
child patients showed posterior as well as anterior 
urethral valves. Some had caused obstruction and 
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varying degree of bladder, ureteral, and renal diffi- 
culties. Incision and/or excision of these valves was 
often adequate to permit the child’s urinary system 
to return to normal. 

The technique is sometimes tedious and tiresome, 
but it has been found to be well worth while; in fact 
“it causes no morbidity and may reveal unsuspected 
urethral lesions.” — John R. Herman, M.D. 


Stress Incontinence of Urine. Ciimrrorp KENNEDY. 
Brit. M. F., 1960, 2: 263. 


A suRVEY is presented of 34 patients treated by the 
Millen sling operation first described by Millen and 
Read in 1948. 

The author states that there is little place for the 
sling operation of Millen unless the patient’s condition 
is not improved by other means, namely the vaginal 
route. 

The types, diagnosis, and cause of stress incon- 
tinence are discussed, as well as the prophylactic treat- 
ment. —Paul R. Leberman, M.D. 


Aseptic Management of Catheter Drainage. Rosert 
E. Desautets. NV. England J. M., 1960, 263: 189. 


AN INFECTED URINARY TRACT has been accepted as an 
inevitable complication of the indwelling urinary 
catheter. This study was undertaken to demonstrate 
the effect of the application of aseptic technique to the 
drainage system. A sterile drainage set, consisting of a 
piece of straight rubber or plastic tubing and a bottle 
with a rubber two-hole stopper and adapter, was em- 
ployed. When the urethral catheter was used, rigid 
aseptic precautions were taken. The meatus and sur- 
rounding tissue were washed with hexachlorophene, 
followed by a 1 to 1,000 aqueous benzalkonium 
chloride solution. The distal uretnra was irrigated 
with a 1 to 1,000 aqueous benzalkonium chloride solu- 
tion, and a catheter, lubricated with a sterile water 
soluble jelly, was passed. The area about the urethral 
meatus, including the adjacent catheter, was cleansed 
with a 1 to 1,000 aqueous benzalkonium chloride 
solution at least once a day. In male patients a piece 
of dry gauze was wrapped around the end of the 
penis, taped in place, and wetted with aqueous 
benzalkonium chloride solution. The connection be- 
tween the catheter and drainage tube was treated as a 
sterile field. Precautions were taken to prevent con- 
tamination of the outlet of the drainage set. Bottles 
were not allowed to fill to the top. The end of the tube 
was not permitted to come in contact with the col- 
lecting urine. 

Cultures were made at the time of catheterization or 
cystoscopy. Interim and terminal cultures were made 
from samples of urine trapped in the drainage tubing 
adjacent to the catheter. 

Of the 51 patients studied, 41 had sterile urine cul- 
tures when the catheter was removed. Fourteen of 
these patients received no antiseptic medication during 
the course of drainage. The remainder received either 
a sulfonamide or an antibiotic. Of the 10 patients in 
whom a positive urine culture developed, almost all 
had been subjected to some break in aseptic technique. 
The present findings indicate that a concept of total 
aseptic care of the drainage system is essential for the 
maintenance of sterility and that the three points in 
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the system at which bacteria may enter—namely, the 

urethral meatus, the connecting tube, and the end of 

the drainage tube—must be treated with rigid care. 
—Ray C. Johnston, M.D. 


ADRENAL GLANDS 


Bilateral Adrenalectomy in the Treatment of Throm- 
boangiitis Obliterans (A propos de la surrénelectomie 
bilatérale, dans les thromboangioses). P. WERTHEIMER 
and A. Mounrer-Kuun. Meém. Acad. chir., Par., 1960, 
86: 529. 


SEVENTEEN PATIENTS suffering from thromboangiitis 
obliterans were treated by bilateral adrenalectomy. 
These patients were between 23 and 40 years old, and 
the average age was 29 years. 

The average duration of symptoms was 6 years. 
These patients had exhausted the benefits of medical 
therapy and some had undergone sympathectomy. 
Fourteen of the patients had ulcerations or gangrene 


of the lower extremities. One patient had bilateral 
decubital ulcers of the lower extremity with intolerable 
pain in one hand. Finally, 2 patients had previously 
submitted to distal amputations. Of the 17 bilateral 
adrenalectomies, 3 were performed in one stage. A 
total bilateral adrenalectomy was performed on 13 pa- 
tients with total on one side and subtotal adrenal- 
ectomy on the other in 4. The patients were given 
supportive therapy after operation. Five patients in 
this series died. 

It was possible to followup 7 patients for 16 months 
to 6 years. All of these patients had good to excellent 
results. In general, there was a relief of pain permit- 
ting sleep and proper alimentation. Some of the pa- 
tients gained from 20 to 25 kgm. in weight. There 
was also subsequent cicatrization of the ulcerations 
and return of warmth of the extremities, without new 
localizations of the disease. These results seem to justi- 
fy bilateral adrenalectomy in the treatment of throm- 
boangiitis obliterans. —Conrad A. Kuehn, M.D. 
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BONES AND JOINTS 


Aneurysmal Cysts of the Bone (Le cisti aneurismatiche 
dello scheletro). I. F. Gomanicu and R. VENTURI. 
Chir. org. movim., 1960, 48: 437. 


SEVENTEEN CASES of aneurysmal cysts of bone are re- 
ported from the records of the Rissoli Institute in 
Bologna, Italy. Four involved the upper end and 1 the 
lower end of the tibia; 3 involved the upper and 1 the 
lower end of the peroneum; 1 involved the upper end 
of the humerus; 2 involved the upper end and 1 the 
lower end of the femur; and 1 each involved the lower 
end of the ulna, the lateral end of the clavicle, the 
medial end of the clavicle, and the second phalanx of 
the finger of the right hand. 

On the authors’ service the treatment in early cases 
has been surgical, consisting of thorough curettement 
of the entire lesion followed by supplemental packing 
of the resulting cavity with fragments of refrigerated 
calves’ bone. In conditions which are beyond oper- 
ation, especially neglected involvements of the verte- 
brae, irradiation seems to accomplish some favorable 
results. In the majority of the authors’ cases, some 
followed up after more than 10 years, the results have 
been satisfactory, although there were 2 cases in 
which reoperation was required for 1 or more recur- 
rences. 

Most important in the differential diagnosis of this 
condition is its distinction from giant cell tumors; 
however, the latter neoplasm is nearly always strictly 
limited to the epiphyses. It develops more slowly than 
the aneurysmal bone cyst and the trabeculation or 
pseudotrabeculation with “‘soap-bubble”’ appearance 
is always more pronounced. Then, of course, in giant 
cell tumor the abnormal vascular component is ab- 
sent. Giant cell tumor rarely involves the vertebra 
and seems to prefer the corpus, while the aneurysmal 
bone cyst tends to spare the corpus and involve the 
structures of the arch. An angiosarcoma may be dis- 
tinguished from an aneurysmal bone cyst only by its 
more destructive growth, since, unlike the aneurysmal 
bone cyst, it penetrates into the epiphyses through the 
growth cartilage and rapidly destroys the bony cortex. 

— John W. Brennan, M.D. 


Five Year Cure in a Case of Malignant Hemangio- 
endothelioma of Bone Treated with Roentgen 
Rays. Puttip MorGEnstERN, Renzo G. OLIVETTI, 
7 aaa W. Westinc. Am. 7. Roentg., 1960, 83: 


Most AUTHORITIES recommend radical operation for a 
malignant hemangioendothelioma. The authors re- 
port a 5 year cure in a patient who had multicentric 
foci of this tumor about the left shoulder girdle. 

The patient was a 30 year old white male who had 
had a previous hemithyroidectomy and radical neck 
dissection at the age of 24 for a papillary adenocar- 
cinoma of the thyroid. A roentgenogram was taken of 
the left shoulder because of pain and revealed locu- 
lated, expansile, rarefied lesions in the proximal and 


distal ends of the clavicle and one of the spine and 
acromion process of the scapula. Biopsy of the clav- 
icle and of a small node in the supraclavicular fossa 
revealed hemangioendothelioma. Because of the 
radical nature of the contemplated operation, it was 
deemed wise to try radiation therapy. There was 
prompt disappearance of local pain. The roentgeno- 
gram showed gradual improvement in contraction of 
the lesion and better bone definition. The patient was 
well 5 years after the therapy; the roentgenographic 
appearance of the lesion remained static. 

Thomas has collected fifteen cases of the tumor and 
has classified them into 2 groups, one in which the 
endothelial elements predominate and the other with 
a pronounced vasoformative tendency. Stout has 
classified the types according to the origin from ad- 
ventitial, medial, or intimal layers of the vessels. 
Various authors are quoted regarding treatment. 
Most authorities prescribe radical operation. A few 
describe cases of apparent arrest with roentgen 
therapy. The authors of this article believe that radia- 
tion may have a place in the treatment of this tumor. 

— Richard G. Saxon, M.D. 


Acute Hematogenous Osteomyelitis. Jack L. WINTERS 
and Irvin CaHEn. 7. Bone Surg., 1960, 42-A: 691. 


THis REVIEW of cases is an analysis of the characteris- 
tics of acute osteomyelitis which have developed with 
the advent of bacterial resistance to antibiotics. The 
cases presented are those of patients admitted to the 
Charity Hospital in New Orleans, Louisiana from 
January 1956 to May 1959. 

The incidence of acute hematogenous osteomyelitis 
is definitely increasing in southern Louisiana. Sixteen, 
23 per cent, of cases were in children less than 1 year 
of age. The disease was usually found in the meta- 
physis of a long bone, the region of the knee being in- 
volved in over 50 per cent of the patients. 

The clinical manifestations of the disease have now 
been markedly changed. In previous years there were 
all the symptoms of acute bacterial infection: high 
fever, chills, dehydration, toxemia, and pain in the af- 
fected extremity. Twenty-two patients in this series 
were admitted with a temperature of less than 100 de- 
grees F. and with no other systemic manifestations. 

Treatment consisted of antibiotics, immobilization 
of the affected part, and surgical intervention when 
indicated. Penicillin, chloramphenicol, and erythro- 
mycin were used. Other antibiotics were used when 
indicated by those sensitivity tests which were re- 
turned. The authors place a great deal of weight on 
the value of immobilization. Fifty-six patients were 
treated conservatively and in 38 the lesion healed. 
Chronic osteomyelitis developed in 12; 6 were not 
followed up adequately. Operation consisting of in- 
cision and drainage and fenestration of the cortex was 
performed on 10 patients who did not respond to con- 
servative therapy. Chronic infection developed in 5 of 
these, 3 were cured, and there was an inadequate 
follow-up in 2 cases. The authors warn that the indo- 
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lent form of the disease may produce chronic osteo- 
myelitis as occurred in 36 per cent of those patients 
with a temperature below 100 degrees F. 

The authors point out that the character of the 
disease has changed with inadequate antibiotic care 
and with the resistance of organisms to antibiotics. 
The incidence of the disease is increasing in all age 
groups but particularly in infancy. Although the or- 
ganism most frequently associated with acute osteo- 
myelitis in infancy was the streptococcus, it is now the 
Staphylococcus aureus. This is due to the sensitivity of 
the streptococcus of penicillin. 

There were no deaths in this series, which is still a 
triumph over preantibiotic days. 

— Richard G. Saxon, M.D. 


Hematogenous Pyogenic Vertebral Osteomyelitis. 
ALEXANDER Garcia, JR., and S. AsHpy GRANTHAM. 
J. Bone. Surg., 1960, 42-A: 429, 


ONE HUNDRED PATIENTS with a diagnosis of vertebral 
osteomyelitis are reported. In 40 of these patients the 
diagnosis was considered to be hematogenous pyogenic 
osteomyelitis. Thirty of these patients were treated 
during the era of antibiotics. In each patieat, the 
presenting complaint was back pain, frequently with 
nerve root pain. These patients on admission were 
usually found to have low grade fever. Mechanical 
derangement of the spine was often thought to be 
present. There were 10 diabetics in the group. Two 
significant antecedent events were noted in man 

patients: (1) some genitourinary procedure and (2 

furunculosis. Trauma could not be established as a 
definite factor. 

Physical findings included painful muscle spasm and 
limited motion of the spine. Occasionally, there was 
an angular kyphos or signs of psoas irritation. Neuro- 
logic findings were indefinite. Eighty-eight per cent of 
the white blood counts were under 15,000. Sedimen- 
tation rate, however, was elevated. 

Roentgenographic findings included narrowing of 
the intervertebral disc space with subsequent bone 
destruction followed by early proliferation of bone. In 
some cases it was necessary to resort to laminagraphy 
to demonstrate the lesion. The authors believe that 
this technique should be used more often. 

The organism was identified in 22 patients. The 
most common offender was Staphylococcus aureus, 
but in 4 cases Pseudomonas aeruginosa was cultured. 
In these 4 patients, there was a history of some genito- 
urinary procedure. 

The lesion was located most often in the vertebral 
body. Two-thirds of the lesions involved the lumbar 
spine. Abscess formation, however, was more likely in 
the cervicothoracic region. 

Treatment consisted of the use of absolute bed rest 
and at times additional plaster or brace immobili- 
zation. Eight patients underwent incision and drainage 
of abscesses including costotransversectomy. 

Fusion at the level of infection was performed on 
only 3 patients. Eventual spontaneous interbody 
fusion was the rule. Often treatment also included an 
accurate bacterial diagnosis followed by appropriate 
antibiotic therapy. This study emphasizes the bene- 
fits obtained by immobilization in comparison with 
operative intervention. _—John Robert Close, M.D. 


Pyogenic Osteomyelitis and Arthritis of the Spine 
Treated with Combinations of Antibiotics and 
Gamma Globulin. Burton A. WalsBREN. 7. Bone 
Surg., 1960, 42-A: 414. 


THE REPORT INDICATES that when antibiotics com- 
bined with gamma globulin are used a satisfactory 
clinical response may follow in certain cases of osteo- 
myelitis. This treatment has been used, particularly in 
cases in which operation was not recommended. In 1 
patient with chronically draining disc space infection, 
despite the potentiation of the antibiotic by the 
gamma globulin, definite control of the infection was 
not achieved until the retroperitoneal abscess which 
took origin from the old lesion in the lumbar vertebra 
was drained. 

The purpose of the report is to point out thi t some 
patients with severe life-threatening infections who do 
not respond to conventional treatment may be bene- 
fited by high dosages of gamma globulin in addition to 
appropriate antibiotics and other therapy. 

— John Robert Close, M.D. 


The Surgical Treatment of Spondylolisthesis (Sur le 
traitement chirurgical du _ spondylolysthésis). R. 
MERLE D’AusicnEé and Y. Gérarp. Rev. chir. orthop., 
Par., 1959, 45: 836. 


A DETAILED DESCRIPTION is given of the different sur- 
gical procedures used in 96 cases of spondylolisthesis. 

1. Posterior fusion was performed in 57 cases. At 
the fifth lumbar to first sacral level the clinical results 
were excellent in 17, good in 12, fair in 3, and poor in 
7. There was no absolute relation between the ana- 
tomic fusion and the clinical results. At the fourth to 
fifth lumbar level fusion was obtained in 6 of the 9 cases. 
The results were: excellent in 3, good in 2, fair in 3, 
and poor in 1 case. 

2. The posterior fusion was combined with a Wil- 
son splint in 8 cases. Fusion was obtained in 6 or 7 
cases but, because of poor functional results, this tech- 
nique was abandoned. The plate had to be removed 
in 4 of the 8 patients. 

3. Anterior interbody fusion combined with a 
screw inserted obliquely through the fifth lumbar ver- 
tebra to the sacrum was performed transperitoneally 
in 34 cases. There are certain risks and complications. 
The clinical results were excellent in 13, good in 8, 
fair in 4, and poor in 6 cases (1 death). 

4. An anterolateral fusion only was performed in 3 
cases. 

5. A resection of the loose posterior arch (Gill) was 
carried out in 7 cases with 2 excellent, 2 good, and 2 
fair results. The sciatic pain disappears but the back 
ache may remain and necessitate a posterior fusion. 

In conclusion the authors state that surgical treat- 
ment is only necessary when there is pain and only 
after failure of conservative treatment. The excision of 
the posterior arch is the simplest procedure but fusion 
is more reliable. Posterior fusion is safer than anterior 
fusion. — Joseph C. Mulier, M.D. 


Anorganic Bone Grafting. Ltoyp A. Hur ey, FRANCIS 
G. Zerer, and Frank E. StIncHFIELD. Am. F. Surg., 
1960, 100: 12. 


WHEN THE ORGANIC FRACTION of bone is removed by 
extraction with ethylenediamine, the resulting osseous 





product “‘anorganic bone” consists largely of the 
crystalline, mineral, latticework of bone. It is a white, 
porous, fragile substance, which can be shaped with 
a scalpel to fit precisely the contours of any bone 
defect. It may be stored at room temperature for 
long periods of time without decomposing. The 
development of anorganic bone was based on the 
hypothesis that the failure of certain bone grafts is 
due to the response evoked by organic constituents, 
that is, proteins, fats, and mucopolysaccharides Ex- 
traction of these fractions, therefore, was accomplished 
by exposing the bone to the action of ethylenediamine, 
a strong alkaline organic solvent. 

This material was accepted by the host without 
localized inflammatory reaction. The marrow-vas- 
cular spaces of the anorganic bone implants were 
rapidly invaded by osteogenic tissue from the host. 
Although the normal cycle of graft remodeling and 
removal seemed to be slower with the bone extracted 
with ethylenediamine than with nonextracted auto- 
grafts and homografts, the evidence was favorable 
enough to justify a limited clinical vse in man. 

This is a preliminary account of experience with 
anorganic bone in surgical procedures performed on 
149 patients followed up from 5 months to 2 years. 

As a basic criterion for these clinical studies, anor- 
ganic bone was employed only in procedures in which 
it was in contact with a large, raw, osseous surface 
capable of producing an osteogenic response of suf- 
ficient degree to engulf and remodel the graft. 
Basically, it was intended that the implants serve as 
a temporary scaffolding or histologic template. In 
addition, it was proposed that the potential space in 
which osteogenesis could occur would be increased, 
since the implant would function mechanically to 
elevate the differentiated soft tissue from the raw 
osseous bed. Anorganic bone was not used when in- 
ternal fixation was required of the graft because of 
its extreme fragility. When properly handled, anor- 
ganic bone has been well tolerated by the host and 
rapidly incorporated in reparative callus at an early 
stage. Only one untoward response occurred in this 
series of cases. If the material is too fine, a nonspecific 
inflammatory response may be anticipated. 

These preliminary findings indicate that further 
experimental and clinical evaluation must be under- 
taken before this material can be recommended for 
general use. The real significance of this study may 
be in its application to our understanding of the 
basic nature of bone as a tissue. 

— Preston 7. Burnham, M.D. 


Fractures of the Clavicle (Considerazioni clinico- 
statistiche sul trattamento delle fratture della clavi- 
cola). G. BARLassina, C. GARIBOLDI, and F, Marti- 
NOLI. Arch. ital. chir., 1960, 86: 172. 


THREE HUNDRED THIRTY-NINE CASES of clavicular frac- 
ture form the basis for this statistical report. Only 305 
of these patients could be located 1 to 10 years later for 
control purposes; of this number, 134 had been treated 
with rigid immobilization, 89 with continuous elastic 
traction, 73 with the open surgical method, and 9 
with Couteaud’s method. 

Each type of treatment used is exemplified by 
Statistical tables; however, in one category, the func- 
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tional results of the open treatment, as employed by 
the authors’ service, showed a definite advantage. It 
was found that the open surgical method of treat- 
ment had resulted in perfect functional results in 94.5 
per cent of instances, as compared with 85.3 per cent 
for the elastic traction method and 52.2 per cent for 
the method of rigid immobilization. It is this pre- 
eminence of good functional results, with later perfect 
use of the shoulder joint and arm on the side of the 
break, which has caused the authors’ decided pref- 
erence for the method. 

In the method of open operation the lateral stump is 
tipped forward through the incision and a 2 mm. 
Kirschner wire is passed along its medullary cavity 
(infundibulum) so as to pass obliquely out through the 
posterior cortical wall at the outer end of the fragment. 
The wire is then pulled through so that its other end, 
which is also sharpened, comes to the edge of the line 
of break. The fracture is then carefully reduced, and 
the Kirschner wire is passed through the fracture line 
medially and obliquely forward so as to penetrate the 
anterior cortical wall of the medial fragment. The cor- 
tical penetration does not, however, go so far as to 
penetrate the periosteum covering the bone cortex at 
this spot. — John W. Brennan, M.D. 


Fractures of the Scapula (Fratture della scapola). 
GrusepPpE GuADAGNO and MarcELLo Sasso. Osp. ital. 
chir., Firenze, 1960, 2: 405. 


THE AUTHORS report on 40 fractures of the scapula 
treated at the Department of Orthopedic Surgery of 
the Pellegrini Hospital in Naples, Italy during the 
period 1955 to 1959. 

After a brief review of the anatomy of the scapula, 
the etiology, clinical picture, and pathologic anatomy 
of the fractures of the scapula are described. Of the 
40 patients studied, 29 or 72.5 per cent were men and 
11 or 27.5 per cent were women. Twenty-two frac- 
tures, 55 per cent, occurred on the right side and 
18, 45 per cent, on the left. The age primarily involved 
in this type of fracture has been the fifth decade, 16 
cases. The fractures were located as follows: body 
of the scapula 20, 50 per cent; neck 10, 25 per cent; 
spine 2, 5 per cent; acromion 1, 2.5 per cent; coracoid 
2, 5 per cent; glenoid 3, 7.5 per cent; and multiple 
sites 3, 7.5 per cent. 

In the authors’ opinion the best results in this type 
of fracture are obtained with the use of a cast. Surgi- 
cal reduction is seldom employed. 

— Riccardo Benvenuto, M.D. 


A Rational Approach to Classification and Treatment 
of Fractures of the Surgical Neck of the Humerus. 
THEODORE DRAPANAS, JOHN McDona.Lp, and Harry 
W. Hate, Jr. Am. F. Surg., 1960, 99: 617. 


CONSIDERABLE CONTROVERSY exists concerning the 
treatment of fractures of the surgical neck of the 
humerus, and textbook classifications of these fractures 
vary markedly, as does the treatment, the latter being 
based on the textbook classifications. Because of the 
multiplicity of plans of treatment the authors have 
adopted a simplified approach which is dependent on 
the presence or absence of contact between the frac- 
tured bony surfaces, regardless of impaction, angula- 
tion, or rotation of the fragments. The management is 
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based on the belief that any contact of raw bone to 
raw bone will heal rapidly without incident. 

Of 100 patients treated from 1951 through 1956, 86 
had contact type fractures and 14 had the noncontact 
type. Primary treatment of the contact type consisted 
of sling and bandage in 62; hanging cast in 20; no 
immobilization in 3; and unknown in 1. 

Over 65 per cent of the patients with contact frac- 
tures had excellent motion of the shoulder with either 
complete or almost complete functional return, where- 
as 30 per cent of the patients had either moderate 
restriction or claimed a useful shoulder and were 
satisfied with the results of treatment. 

It is believed that the policy of early mobilization 
and concentration on exercise and maintenance of 
shoulder function is the most important single factor 
in therapy, particularly in the elderly, in whom this 
fracture most commonly occurs. 

Therapy in the noncontact type of fracture is con- 
sidered difficult, and manipulative or operative treat- 
ment at the site of the fracture itself is usually neces- 
sary. When manipulation fails, open reduction and 
internal fixation should be used. 


—Stephen A. Zieman, M.D. 


Radial Nerve Injuries in Fractures of the Shaft of the 
Humerus. ALEXANDER GarciA, JR., and BENJAMIN 
H. Maeck. Am. 7. Surg., 1960, 99: 625. 


CoNFUSION exists among surgeons on the management 
of immediate nerve palsies complicating fractures of 
the shaft of the humerus. ‘The records of over 500 pa- 
tients with fractures of the shaft of the humerus treated 
since 1929 at the Fracture Service of the Columbia- 
Presbyterian Medical Center in New York have been 
reviewed. Excluding fractures of the surgical neck and 
supracondylar and pathologic fractures, there re- 
mained 226 fractures of the shaft in adults of which 27 
were complicated by immediate nerve palsies. In ad- 
dition there were 4 children with radial nerve palsies, 
making a total of 31 patients with immediate injuries 
in this series. Twenty-four additional patients had 
radial nerve injuries complicating fractures of the 
humeral shaft. 

In 27 patients palsy was associated with fractures of 
the middle shaft. The spiral oblique fracture with a 
butterfly fragment accounted for the majority of nerve 
injuries at all levels. Twelve of 21 patients with com- 
plete paralysis had complete loss of sensation, whereas 
9 others had some radial nerve sensation. In 10 with 
incomplete motor loss, the sensory deficit was incom- 
plete, with 1 instance of no sensory loss. 

‘Treatment consisted in surgical intervention for pa- 
tients with immediate nerve palsies. Of 31 patients, 8 
were treated conservatively, 3 of whom made com- 
plete recovery; 2 had residual deficit, 2 were lost to 
follow-up studies; and 1 refused operation. There was 
no constant relationship between operative findings 
and rate of return of sensation and motor power. 

It was concluded that, since it is impossible to deter- 
mine the condition of the radial nerve clinically, pa- 
tients with complete nerve injuries should undergo 
operation as soon after injury as possible, whereas pa- 

nts with incomplete palsy may be treated expect- 
antly because of intact nerve fibers. 


—Stephen A. Kteman, M.D. 


Fractures of the Forearm in Adults. W. J. Jinxins, 
Jr., Leroy D. Locxnart, and G. W. N. Eccers, 
South. M. F., 1960, 53: 669. 


THE AUTHORS present a series of 65 cases of fracture 
of both bones of the forearm, 27 cases of fracture of 
the radius, and 19 cases of fracture of the ulna. They 
believe there are two methods of internal fixation ap- 
plicable to the forearm, the contact splint devised by 
Eggers, and the intramedullary rod. 

In the 27 cases with fracture of the radius, 24 were 
treated with contact splints with 7 nonunions. Three 
were treated with intramedullary rods, all resulting 
in union. 

Of 19 fractures of the ulna, 15 were treated with 
contact splint resulting in 4 nonunions. In 4 treated 
with an intramedullary rod there were 2 nonunions. 
The 65 cases of fracture of both bones of the forearm 
encompassed 33 acute fractures and 11 nonunions 
which were treated with contact splints on both bones. 
These produced union in all cases. There were 8 
acute fractures and 2 nonunions treated with a con- 
tact splint on the ulna and intramedullary rod in the 
radius, all resulting in union. Eleven other fractures 
treated by various methods resulted in 2 nonunions. 

Compound fractures of the forearm are treated in 
the same manner as simple fractures after a proper 
wound toilet, provided that they are seen within 12 
hours. After 12 hours a debridement and loose closure 
of the wound are carried out and anteroposterior 
plaster splints applied. If at 4 weeks no infection has 
developed open reduction is performed. 

During the first 7 to 10 days after operation the 
arm is placed in a splint or bivalve cast; then the arm 
is placed in a circular cast from the metacarpal heads 
to the upper one-fourth of the humerus with the elbow 
at 90 degrees. — David E. Hallstrand, M.D. 


Traumatic Dislocation of the Hip Joint and the Late 
Results of Its Treatment. Kauxo O. Ketrunen. 
Ann. chir. gyn. fenn., 1960, 49: 184. 


A REVIEW is presented of 20 patients with dislocated 
hips treated at the Central Hospital of the University 
of Helsinki, Finland, from 1953 to 1957. Only 10 pa- 
tients were treated primarily at the clinic and 10 were 
treated secondarily. Eighteen patients were available 
for follow-up study. 

Six patients with dislocation without fractures were 
treated within 24 hours and immobilized either in a 
plaster cast or by traction. The functional end results 
were normal in only 2 who had plaster of paris im- 
mobilization. One of the normal end results was 
achieved in a child of 6 of whom the author states that 
the follow-up period was too short for proper evalu- 
ation. 

There were 4 cases of dislocation with fracture of 
the acetabular margin. Only 1 patient obtained a 
good end result. After reduction, these patients were 
all treated by plaster of paris immobilization. Despite 
this, the author states that this type of fracture-dis- 
location is best treated by closed reduction. 

There were 8 patients treated after 24 hours; in all 
there was a poor end result. These injuries included 
pure dislocations and fracture-dislocations. 

In his discussion the author states that the treatment 
of choice is immobilization with traction. However, 
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only 3 of his patients were treated this way and all 
achieved a less than normal end result. There were no 
primary open reductions in the series. Two nerve 
lesions were not explored and led to permanent prob- 
lems. —Richard G. Saxon, M.D. 


The Pathology of Slipped Upper Femoral Epiphysis. 
A, M. Rennie. 7. Bone Surg., 1960, 42-B: 273. 


THE WEAKEST PART of the epiphysial plate is the layer 
of cartilage cells nearest the metaphysis. Rupture of 
the periosteum is necessary before slipping of the up- 
per femoral epiphysis can take place. From a study of 
lateral roentgenograms, the author has been im- 
pressed by the frequency with which the back of the 
femoral neck is materially shorter than the front. An 
index of this may be obtained by measuring what he 
terms “the angle of tilt.” This is the posterior angle 
enclosed by a line passing through the apices of the 
anterior and posterior corners of the metaphysis, and 
one drawn at 90 degrees to the rectilinear shadow 
cast by the lateral part of the front of the femoral 
neck. 

In 20 normal children aged 12 to 16, this angle was 
found to average 10 degrees. It was measured in 36 
hips in patients with slipped epiphysis and averaged 
30.5 degrees. These cases included 22 cases with 
gradual onset of symptoms, 4 symptomless contralat- 
eral hips, and 10 with definite onset but without severe 
symptoms. Those with sudden displacement were ex- 
cluded. 

The author found that alterations in position in 
taking the roentgenograms produced little change in 
the angle. An objection may also be raised that the 
relative increase in the length of the front of the neck 
is not primary but secondary to callus laid down in 
the wake of an epiphysis which has already slipped. 
The author contends that the relative increase in the 
length of the front of the femoral neck is due to a 
primary failure of growth of the back of the femoral 
neck. He believes the most likely cause is compression 
of the back of the epiphysial plate and that in the ma- 
jority it is a static compression especially in patients 
who are overweight. Deformities due to a similar 
pathologic condition may be found eisewhere, notably 
in the spine. 

Eight illustrative cases are presented along with 
numerous roentgenograms depicting the various 
points. — David E. Hallstrand, M.D. 


Treatment of Slipped Upper Femoral Epiphysis. 
F, C. Dursin. J. Bone Surg., 1960, 42-B: 289. 


Tue auTHOoR reports his series of 81 hips in 63 patients 
and compares the resuits to Hall’s study for the British 
Orthopedic Association with treatment of 173 hips in 
138 patients. Numerous tables and graphs are in- 
cluded to evaluate the two series the results of which 
the author finds generally comparable. 

The author emphasizes the need for early diagnosis 
but rejects conservative treatment because of its un- 
certain results. If recognition occurs at the stage when 
an acceptable amount of displacement is present, the 
epiphysis is fixed with 3 or 4 pins of the Austin Moore 
type. Fixation cannot be satisfactorily accomplished 
with a Smith-Peterson nail. The patient remains at 
bed rest for 4 weeks and partial weight-bearing is then 
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allowed. Full weight-bearing is allowed after 2 
months. If the displacement has progressed to an un- 
acceptable amount, a half diameter or more, the hip is 
gently manipulated under anesthesia. If reduction is 
achieved, then 3 or 4 pins are inserted and no weight- 
bearing is allowed for 2 months. 

If gentle manipulation fails to reduce such major 
displacement, the deformity is corrected by trochan- 
teric osteotomy. Intertrochanteric wedge osteotomy is 
easier to control than subtrochanteric osteotomy. This 
operation restores the arc of movement and corrects 
the deformity of adduction and lateral rotation. If the 
slip is severe, wide abduction of about 45 degrees is 
required after osteotomy. It is an advantage if the 
limb is immobilized in plaster in flexion to bring the 
shaft of the femur into line with the posteriorly dis- 
placed epiphysis. A double spica cast is necessary for 
about 3 months. 

Excellent results were obtained in 39.6 per cent of 
the author’s cases, good results in 35.8 per cent, fair 
results in 12.3 per cent, and poor results in 12.3 per 
cent. — David E. Hallstrand, M.D. 


Simultaneous Bilateral Fractures of the Neck of the 
Femur. H. D. W. Powe Lt. 7. Bone Surg., 1960, 42-B: 
236. 


CASES OF SEVERE simultaneous bilateral hip injuries 
during convulsions are reported. Bilateral fractures of 
the necks of the femora, bilateral central dislocations 
of the hips, and fracture of one femoral neck with 
simultaneous central dislocation of the other hip com- 
prise the cases reported. 

The injuries occurred during convulsive therapy. 
No records are reported from the literature of such 
injuries resulting from nontherapeutic epileptic sei- 
zures. Twenty-eight cases of bilateral femoral neck 
fracture and 1 case of bilateral intertrochanteric frac- 
ture are reported from the literature. The incidence in 
convulsive therapy is very low and there is a male 
predominance in these cases. 

— John Robert Close, M.D. 


Nailing of Femoral Neck Fractures and Pertrochan- 
teric Fractures with the Polyamide Nail (Die 
Nagelung der Oberschenkelhalsbrueche und der 
pertrochanteren Frakturen mit Polyamidnagel). E. 
Heprr, A. KovAcs, E. KeENDELENY!I, G. BorAr, and 
L. Kerexes. Acta chir. acad. sc. hungar., 1960, 1: 91. 


FOLLOW-UP sTUDIEs on 378 patients with femoral neck 
fractures treated with stainless steel nails at the Uni- 
versity of Budapest First Surgical Clinic in Budapest, 
Hungary showed 67 per cent bony union with good 
function. In 19 per cent there was necrosis of the head, 
and in 7 per cent pseudarthrosis developed. The oper- 
ative mortality was 7 per cent. In 7 per cent the nail 
backed out, bent, or broke. The authors also observed 
injurious local and general effects from galvanic 
action between the metal and tissues. 

Discarding an earlier plastic substance, the authors 
turned to nails made of polyamide. ‘This material has 
no injurious effects on tissues. In order to make the 
substance radiopaque, they mixed in 15 per cent 
barium sulfate. Animal experiments showed that nails 
made from the barium-infused polyamides were safe, 
strong, and visible on roentgenograms. 
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The polyamide nails are made in different lengths 
(8, 10, 12 cm.) with a diameter of 13 mm. They have 
a six-edged surface. The center is cannulated for pass- 
ing over guide wires. 

The procedure of internal fixation with the poly- 
amide nails is similar to that with steel nails, except 
that a hole in the lateral cortex and a canal through 
the femur must be drilled for the polyamide nail. 

The authors treated 81 patients, 58 women and 23 
men. The operative mortality was 6 per cent. Sixty 
patients were followed up from 6 months to 2 years. 
There was bony union in 78 per cent, aseptic 
necrosis of the head in 14 per cent, and pseudarthro- 
sis in 2 per cent. No nails backed out, bent, or broke. 

Several before and after roentgenograms of femoral 
neck and pertrochanteric fractures are presented 
showing good fixation and healing with these plastic 
nails. The nails show as faint but clearly defined out- 
lines within the bones. The authors state that the nails 
should not be removed and, in case bony healing does 
not occur, the nail can serve as an actual internal 
prosthesis. —William B. Gallagher, M.D. 


Mechanical and Architectonic Bases for the Treat- 
ment of Femoral Neck Fractures (Bases mecanico- 
arquitect6nicas para el tratamiento de las fracturas 
del cuello de fémur). Juan Mora Torres. Cirugia, 
Madrid, 1959, 6: 9. 


THERE Is a high incidence of poor results in fractures 
of the femoral neck. Current authors report necrosis 
of the head of the femur and pseudarthrosis in as 
many as 50 per cent of cases. The author reviews the 
anatomy of the upper femur and compares it to the 
elevated arch in architecture. 

The author studied the effects of measured, in- 
creased pressure on cadaver femurs. With a segment 
of upper femur in a vise, weight was applied in in- 
creasing amount upon the head, diminishing the 
angle of inclination, until the neck broke. The i«- 
sultant fracture was always of the vertical, Pauwels 
type 3, or adduction fracture. Traction on the femoral 
segment with the same machine in reverse produced 
neck fractures at lower pressure, but the cracks ran 
horizontally— Pauwels type 1, or abduction fractures. 

From his experiments and extensive review of the 
literature, the author developed a new approach to 
femoral neck fractures, embodying the best of the 
work of Danis, Charnley, Smith-Peterson, and 
Phemister: (1) Immediate reduction is followed by a 
prompt preoperative evaluation of the patient’s over- 
all status, with necessary diagnostic and therapeutic 
measures. (2) Operative internal fixation is carried 
out, using the author’s special cannulated internal 
coaptor. This is a threaded cylinder with a roughened 
end screwed into the head over a guide wire passed 
low in the neck along the inferior cortex. This cylinder 
is tightened gradually and attached to a shaft plate. 
A hip spica is then applied for immobilization. (3) 
With roentgenographic evidence of sufficient callus 
formation, which usually takes about 2 months, the 
cast is removed, the wound reopened, and the coaptor 
taken out. Its space is then filled by a bone graft, 
preferably from the bone bank. A new hip spica is 
applied and no weight bearing is allowed until the 
callus is consolidated. 


The author states that with this procedure, which 
combines early reduction, coaptation, bone graft, and 
perfect immobilization, good results can be obtained. 

— William B. Gallagher, M.D. 


Chemical Osteosynthesis of Fractures and Nonunions 
of the Shafts of Long Bones of the Lower Extremity, 
BenyAMin W. Drompp. Am. 7. Surg., 1960, 99: 733, 


Tuts REVIEW of 15 cases relates the experience of these 
authors with the polyurethane resin ostamer in fractures 
and nonunions of the tibia and femur since January 
1959. The follow-up study of these cases is quite short, 
being only 2 months in 1 case. 

A brief summary of each case is given. Progressive 
roentgenograms of each patient are also shown. Some 
of these do not show well, and the author presents 
these as the end result for the reader to determine for 
himself. There were major complications in 5 cases, 
but these patients were of an older age group and had 
had infection in a previous wound. However, the 
author states that in 10 of 12 tibial fractures “‘the bone 
lesion is rapidly healing or has already healed.” This 
does not seem to be a very accurate assessment of 
healing. 

A discussant related his experience with ostamer in 
various animals. He made the point that the material 
acts as an intramedullary rod and that sufficient ma- 
terial must be installed for a sufficient length to be 
mechanically sound. The substance must be mixed 
with precision and with no blood or serum or a brittle 
polymer will result. He pointed out that the exact ex- 
cretion mechanism of the polymer is not known; it is 
being worked out with radioactive tagging atoms. 

— Richard G. Saxon, M.D. 


The Treatment of Nonunions of the Tibia with Loss 
of Substance (Traitement des pertes de substance du 
tibia). Danc Kim Cuavu and Bur Tune. Rev. chir. 
orthop., Par., 1959, 45: 865. 


THIRTEEN NONUNIONS of the tibia with important loss 
of substance were treated during the last 3 years. 
Eighteen procedures were necessary to consolidate 
these 13 nonunions. There was a loss of substance of 
3 to 6 cm. in 11 cases and of 9 to 20 cm. in 2 cases. 

After studying these cases the authors conclude: 

1. The incision should never be in the old scar or 
over the medial surface of the tibia. A new curved in- 
cision in the healthy lateral or posterior skin is pre- 
ferred. 

2. All scar tissue between the fragments should be 
excised, and the medullary canal should be reamed. 

3. In cases with good alignment the fibula should 
never be osteotomized or partially resected since the 
alignment of the tibia may be lost. 

4. Bed rest for 45 to 60 days followed by the wear- 
ing of a walking cast seems sufficient for a good fix- 
ation of the graft. 

5. The best method seems to be the combined use 
of massive tibial grafts without screws with spongious 
bone from the ilium or trochanteric region. Kiintscher 
nails combined with bone grafts gave poor results, 
particularly because there was a flare-up of infection. 

A fibular graft placed in the medullary canal is only 
useful in cases with extreme loss of substance. 


— Joseph C. Mulier, M.D. 





MUSCLES AND TENDONS 


Benign Synovioma, a New Criterion of Classification 
(I sinoviomi benigni). GrusepPpE BARBARESCHI and 
Bentro Potttano. Minerva med., Tor., 1960, 15: 1351. 


TweELVE CASES of benign synovioma were studied from 
both the clinical and the histopathologic standpoints. 
The cases were observed at the Hospital Institutes of 
Mantova, Italy from 1955 to 1958, inclusively. Five of 
these patients were males and 7 were females. Most of 
them were in middle life, from 20 to 40 years of age; 
only 2 were more than 60 years old. 

Histologically, the neoplastic tissue in most in- 
stances consisted of a collagenous stroma, at times 
with a sclerohyaline aspect, and its continuity with 
the surrounding healthy tissues rendered definite cir- 
cumscription of the tumor tissue impossible. The cells 
that were included in this stroma were in general of 
two types. One type was fibrocytic, rarely fibroblastic, 
in character, and the other type was histiocytic in 
character. 

The authors classify the following synoviomas as 
benign neoplasms: (1) arthrosynoviomas, or those 
synoviomas involving the joints; (2) tenocytomas, or 
those involving the tendons; and (3) tenosynoviomas, 
or those which involve the tendons but have the added 
quality of forming within the tumor small fibroblastic 
cell-lined cavities filled with a mucinous substance, 
resembling synovial articular cavities. The remaining 
group of the authors’ classification consists of the 
malignant neoplasms of this tumor category, the 
synovial sarcomas. — John W. Brennan, M.D. 


Tuberculous Tenosynovitis of the Hand (Ueber die 
tuberkuloese Tendovaginitis an der Hand und ihre 
Behandlung). K. Pirzter. Zbl. Chir., Leipzig, 1960, 
85: 529. 


TWENTY-ONE CASES of tuberculous tenosynovitis at the 
University Hospital in Jena, Germany were studied. 
Usually the origin of the infection is hematogenous, 
although often a primary inoculation occurs. The 
average age of patients was 44 years. There were 11 
men and 10 women. The volar tendon sheaths were 
affected 15 times, the dorsal tendon sheaths 4 times, 
the right hand 13 times, and the left hand 8 times. 
Two cases of primary inoculation tuberculosis are 
reported, resulting from the slaughter of tuberculous 
cattle. The first patient was adequately treated and a 
complete cure was obtained, but the second patient 
refused all treatment 1 week after the surgical inter- 
vention and an extensive recurrence with lesions of 
the bones of the wrist followed. 

The diagnosis of this disease must be based on the 
clinical and macroscopic findings, since the bacterio- 
logic and pathologic examinations often give a non- 
specific result. 

In the acute stage, immobilization with a plaster 
cast is carried out and antituberculous drugs are ad- 
ministered. Later all diseased tissue is surgically ex- 
cised through a long double S incision on the palm 
or a bayonet shaped incision on the dorsum of the 
hand. A new plaster cast is applied to the hand in 
functional position for 3 to 6 months or even 1 year. 
For 30 days 1 gm. of streptomycin is administered 
daily and for 3 to 6 months 3 to 5 mgm. of isonicotinic 
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acid hydrazide/kgm. of body weight are administered 
5 days a week. — Joseph C. Mulier, M.D. 


Digital Flexor Tendons—II, the Significance of a Gap 
Occurring at the Line of Suture. W. K. Linpsay, 
H. G. Tuomson, and F. G. WALKER. Brit. 7. Plast. 
Surg., 1960, 13: 1. 


THE AUTHORS STATE that gap, or diastasis, is often 
found between the repaired ends of tendons after 
suture. They have been able to demonstrate this gap 
in experimental digital flexor sutures. With the gap 
there was increased adhesion formation and decreased 
gliding. There was, in general, a poor clinical result. 
The theoretical cause for such a gap could be single 
or a combination of several factors: (1) breakage of 
suture material; (2) inadequacy of suture technique; 
(3) inadequacy of immobilization; and (4) proximal 
muscle pull. 

Gaps are seen in the presence of intact suture 
material. Significant gap has not been demonstrated 
before removal of the cast. Microscopic examination 
of tissue in the gap showed a profuse intermediate 
to young fibroblastic proliferation with very little 
maturation. Few collagenous fibers were seen. Ex- 
periments reveal that fine silk or stainless steel suture 
material is adequate for flexor digital tendon opera- 
tion. It was also found that the modified continuous 
Bunnell suture technique is adequate. Proximal mus- 
cle pull is a major cause of gap. 

— John Robert Close, M.D. 


Primary Repair of Flexor Tendons. CLaupe E. 
VERDAN. 7. Bone Surg., 1960, 42-A: 647. 


Since 1952, end results after primary suture of flexor 
tendons in Bunnell’s no man’s land, performed ac- 
cording to the technique described by the author, are 
available for 5 thumb flexor tendons and 14 flexor ten- 
dons in the four other digits, a total of 19 cases. The 
results obtained in 3 other patients whose digits are 
still under treatment are too recent to be considered. 
In the thumbs the amplitude of active motion, meas- 
ured at the interphalangeal joint, ranged from 45 to 
80 degrees. In the lesser digits, 10 of 14 fingers have a 
range of active motion between 20 and 95 degrees for 
the proximal interphalangeal joint, and between 10 
and 30 degrees for the distal interphalangeal joint. 
None of these 10 fingers required additional inter- 
vention. There were 3 failures due to complete ad- 
hesions of the tendon and 1 partial failure due to flexion 
contracture of the proximal interphalangeal joint; 
these fingers required reoperation. In 1 of these fingers 
a tendon graft was a failure. The other 3 were treated 
with tenolysis, resulting in a functional recovery which 
was almost normal in 1 and perfect in another. In the 
third, complete flexion was regained but a new pro- 
gressive limitation of extension was produced by flexion 
contracture of the proximal interphalangeal joint. 
When the flexors of several fingers have been cut 
simultaneously, repair by a secondary graft becomes 
particularly difficult. To perform multiple tendon 
grafts at one operation is a very long and detailed pro- 
cedure. When the flexor tendons of several fingers 
have been severed, primary repair seems all the more 
justified. Primary repair offers the possibility of re- 
storing adequate function by performing only a second- 
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ary localized tenolysis on one or more fingers or, if 

need be, a complete tenolysis. Moreover, after primary 

repair the possibility of doing a later graft still exists. 
— Preston F. Burnham, M.D. 


Posttraumatic Ruptures of the Tendon of the Mus- 
culus Extensor Pollicis Longus. H. M. MENDELAAR. 
Arch. chir. Neerl., 1960, 12: 146. 


AT THE END of the nineteenth century, drummers in 
the Prussian army were known to have disturbances 
in the function of the left thumb which at the time 
were ascribed to paralysis and regarded as intractable. 
Diims, however, demonstrated that a rupture of the 
tendon of the musculus extensor pollicis longus existed 
in these cases. The condition has since become known 
as ** Trommlerlahmung” or drummers’ palsy. Similar 
affections have been observed in those who follow 
other occupations such as waiters, sculptors, carpen- 
ters, acrobats, and tailors. he common denominator 
in all these occupations is a chronic overstraining of 
the tendon of the musculus extensor pollicis longus. 

Since 1928, 14 patients with such ruptures have 
been seen in the Utrecht University Surgical Clinic 
in Holland. Eleven of these were given surgical treat- 
ment. Some patients did not believe the incapacitation 
of sufficient importance to warrant operation. 

People often tend to break a fall by means of an 
extended hand. A number of these sustain a trauma 
resulting in contusion or distortion of the wrist joint 
or in a fracture of the distal part of the radius. A rup- 
ture of the tendon of the musculus extensor pollicis 
longus seldom occurs immediately. In 11 of the pa- 
tients, ruptures occurred after a fracture of the radius; 
in 5 patients they occurred after distortion of the 


wrist joint. All fractures were characterized by only 
very slight, if any, dislocation. One patient suffered 
from pseudarthrosis of the scaphoid bone which prob- 
ably existed for 20 years. Rupture has occurred in the 


course of activities which require hardly any effort 
such as washing the hands, combing the hair, tucking 
in blankets, or during sleep. In some cases, the rupture 
is associated with pain and sometimes with a slight 
cracking noise. The patient discovers that the extensor 
function of the thumb is impaired and the grasping 
power of the hand diminished. 

During the past few years, all patients with post- 
traumatic rupture of the M. extensor pollicis longus 
tendon seen in the Utrecht University Surgical Clinic 
have been treated by a free tendon graft or tendon 
transposition using the tendon of the M. extensor in- 
dicis proprius. The former method is indicated when 
the third tendon compartment is patent and when the 
muscle has not been retracted too far and too long. 
Transposition of the tendon of the M. extensor indicis 
proprius is undertaken when the tendon compartment 
is not patent, when the proximal tendon stump is too 
short or has retracted too far, or when the muscle has 
been contracted for too long a period. 

— Preston F. Burnham, M.D. 


Peroneal Spastic Flatfoot (Le pied plat contracturé). 
Rosert Soeur. Rev. chir. orthop., Par., 1959, 45: 817. 


Tue cause of the spastic flatfoot, occurring mostly 
between the ages of 12 and 20 years, is discussed. The 
most widely accepted theory is that of congenital bone 
deformities (calcaneonavicular bar, calcaneoastraga- 
loid synosteosis, and, rarely, a fusion of the navicular 
and cuboid). 

The peroneal muscle spasm increases the pain. The 
author puts forward the theory that since inversion is 
impossible because of the bony anomalies, the un- 
opposed peroneal muscles produce an eversion of the 
foot. 

The best treatment of spastic flatfoot is a triple 
arthrodesis. Six patients were treated surgically with 
excellent results. — Joseph C. Mulier, M.D. 





SURGERY OF THE VASCULAR SYSTEM 


BLOOD VESSELS 


The Vertebral Venous System of the Dog (II sistema 
venoso vertebrale del cane). G. Marcozzi, S. MEs- 
sinett1, M. Cotomsati, G. De Sanctis, and G. P. 
Zevut. Ann. ital. chir., 1960, 37: 81. 


In 20 MEDIUM-SIZED DoGs, each vertebra was punc- 
tured through the intact skin with the usual transos- 
seous phlebographic needle, furnished with a man- 
drin and a small hammer for the introduction into 
the bone. The final position of the needle was con- 
trolled with the fluoroscope and tested for position 
by a small injection. Then the opaque material, 20 
c.c. of a 74 per cent solution was injected at a rapid 
rate, averaging 5 seconds. The serial roentgenograms 
were exposed in frontal or sagittal projection. The 
iconography consists of illustrative roentgenographic 
reproductions. This method seems to be original. 

Contrary to what has been determined in the human 
subject, in the dog the plexiform ramifications in the 
spinal column present a marked reduction in com- 
plexity, consisting, essentially, merely of the longi- 
tudinal vertebral sinuses. In the human being these 
sinuses are 4 in number, 2 anteriorly and 2 posteriorly, 
whereas in the dog, only the anterior sinuses are 
encountered. 

Consequently, in the dog, only the ventral trans- 
verse anastomoses are visualized, and the authors have 
observed that, although in the human being the spinal 
cord and its enveloping membranes are encircled 
metamerically by a ring of plexiform venous channels, 
in the dog the absence of the dorsal segment of this 
ring is complete, except at the level of the first cervical 
segments. 

These are the principal structural differences that 
exist between the vertebral venous system of the dog 
and of the human being. — John W. Brennan, M.D. 


Organization of the Small Arteries of the Hand and 
Digits. E>warp A. Epwarps. Am. 7. Surg., 1960, 99: 
837. 


Tuis srupy concerns the variability of the small 
arteries of the hand and digits. A mercury and barium 
sulphate emulsion was injected to produce filling of 
the small vessels down to the larger arterioles. The 
material does not pass the capillaries, so that vein 
images do not confuse the picture. 

_ Stereographic roentgenograms of two hands in- 
jected in this way were available for the present study. 
lhe study emphasizes the lessening of collaterals as 
one passes from the hand to the digits. The multi- 
plicity of arterial sources noted in the hand does not 
prevail in the digits in which the two palmar arteries 
are the only significant ones. When one is predomi- 
nant, the survival of the digit may depend on a single 
artery. This accounts for the apparent ease with which 
gangrene of a digit may follow injury, as after local 
anesthesia. The dorsal digital arteries are relatively 
Insignificant, except for those to the thumb. 

—Alan Thal, M.D. 


Responses of the Veins and Arterioles of the Forearm 
to Walking During Acclimatization to Heat in 
Man. J. Epwin Woop and Davin E. Bass. 7. Clin. 
Invest., 1960, 39: 825. 


WHEN A MAN attempts to exercise for the first time in a 
hot environment, he may experience palpitation, 
weakness, nausea, vomiting, dizziness, or syncope. 
This syndrome has been ascribed to the inability of 
the heart to maintain an adequate blood flow through 
the skin, exercising muscles, and the central nervous 
system. Attempts to repeat the work result in ac- 
climatization within 4 days. It is possible to induce 
this state of acclimatization even if the subject lives in 
a cool environment the rest of the time. 

Study of vasomotor responses in the forearm during 
acclimatization reveals that exercise causes venocon- 
striction in the forearm that increases as acclimatiza- 
tion progresses. Dilatation of the arterioles in the fore- 
arm likewise decreases. Even though these responses 
did not persist after the fourth day of a hot environ- 
ment, subjective and objective evidence of acclima- 
tization remained. —Carl H. Calman, M.D. 


Evaluation of Ophthalmodynamometric and Angio- 
graphic Findings in Patients with Internal Carotid 
Artery Thromboses. M. Croti, W. G. Harpy, D. W. 
LinpnerR, J. E. Wesstrer, and E. S. Gurpjian. 7. 
Neurosurg., 1960, 17: 394. 


THE RECENT INTEREST in the surgical treatment of 
carotid artery stenosis and obstruction has stimulated a 
search for physiologic means to evaluate the results of 
therapy. Ophthalmodynamometry has been helpful in 
some cases, but the authors state that in 30 per cent of 
such patients sufficient collateral circulation develops 
so that ophthalmodynamometry is not a reliable test of 
carotid artery patency. In the presence of bilateral 
carotid disease, ophthalmodynamometry appears to be 
of little value. 

The authors conclude that ophthalmodynamometry 
can be used only as an adjunct to the clinical evalu- 
ation of the patient. — Richard E. Gardner, M.D. 


Renal Revascularization for Hypertension. Grorcr 
C. Morris, Jr., Denton A. Coorey, E. STANLey 
CrAwForD, WILLIAM B. Berry, and MICHAEL E. 
De Baxey. Surgery, 1960, 48: 95. 


THIS REPORT is based on a study of 32 patients who 
had renal artery stenosis in association with hyper- 
tension. The patients were studied preoperatively by 
measurement of the glomerular filtration rate, sodium 
excretion from each kidney, and the renal blood flow. 
In addition, renal angiograms were made to demon- 
strate the specific renal arterial lesion. The operative 
procedures used consisted of endarterectomy, with or 
without a patch graft, or a dacron graft as a bypass 
beyond the partially obstructing lesion. 

The authors report that 81 per cent of the patients 
became normotensive after the procedure. Subsequent 
renal studies of the involved side revealed considerable 
improvement in the renal function studies postoper- 
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atively. The patients were followed up from 3 months 
to 2.5 years. However, there is no division of the pa- 
tients into groups which would enable the reader to 
determine the length of follow-up on the majority. 
The authors conclude that all patients with hyper- 
tension that is unexplainable should be considered for 
renal aortography. The value of renal revascularization 
is demonstrated, but the postoperative period is short 
in this series. Therefore, the long term value of this 
procedure cannot be evaluated. 
—Richard E. Gardner, M.D. 


Experimental Replacement of the Aortic Arch by 
Homografts. LesreER R. SauvaceE, ABRAHAM M, 
Rupotpnu, and Rosert E. Gross. 7. Thorac. Cardio- 
vasc. Surg., 1960, 40: 61. 


THE AUTHORS present a simplified technique for 
experimental resection of the aortic arch and its 
branches, the function over the first year of 2 homo- 
grafts so implanted, and observations on the respon- 
siveness of the cardiovascular system to stimuli after 
replacement of the aortic arch. A series of artist’s 
drawings are presented for a stepwise demonstration 
of the technique. 

While the venae cavae are occluded and aortic 
continuity is also interrupted, coronary circulation is 
maintained by azygos inflow into the heart. Two of 6 
dogs survived and were studied at 164 and 178 days, 
respectively. Response of the cardiovascular system 
to epinephrine, norepinephrine, serotonin, atropine, 
anoxia, and hypercarbia was normal in 1 dog studied 
at 214 days. It is postulated that carotid sinus mecha- 
nisms were able to compensate for loss of pressor and 
chemoreceptor mechanisms contained in the aortic 
arch. Basic steps in the technique are the employment 
of retrograde endograft shunts, moderate hypother- 
mia, and avoidance of cardiac ischemia by leaving 
the azygos vein open during the period of vena caval 
inflow stasis. 

The authors believe that aortic arch homografts 
will continue to be the preferable type of graft in this 
location for many years because of the difficulties of 
manufacture of a prosthesis suitable for this complex 
portion of the vascular tree. 

—Allan D. Callow, M.D. 


Surgical Treatment of the Stenotic Aortic Valve 
(Inwieweit laesst sich die erworbene Aortenklap- 
penstenose chirurgisch beheben?). J. KupAsz and L. 
RAnky. Acta chir. acad. sc. hungar., 1960, 1: 9. 


THIS ARTICLE comes from the Fourth Surgical Divi- 
sion (Heart and Vascular Surgery) of the University 
of Budapest, Hungary. 

The three main techniques of operative treatment 
of aortic stenosis are discussed: restoration of a nor- 
mal valve opening, restoration of the normal valve 
mobility, and repair of the poststenotic dilatation. 

Analyzing the possibilities offered by the methods 
used at the time, the results achieved in 24 cases are 
evaluated. According to the internationally recog- 
nized classification these patients belonged to groups 
II, III, and IV. 

The median sternotomy was given preference. In 
most of the operations an ivalon tunnel was sutured 
to the aorta. To evaluate the operability the post- 


stenotic dilatation was used as a guide. In most of 
the cases the anatomic changes observed corresponded 
with the symptomatology. 

—Hans F. Schweizer, M.D. 


Serial Femoral Arteriography in Occlusive Disease, 
Henry Harmovici, JEROME H. Suariro, and Harotp 
G. Jacosson. Am. 7. Roentg., 1960, 83: 1042. 


FEMORAL ARTERIOGRAMS for evaluation of the site and 
extent of segmental occlusion, the state of the distal 
arterial tree, and the degree of collateral circulation 
can best be obtained by serialographic studies. The 
authors used a specially designed and built automatic 
36 inch segment serialograph. 

This study is based on 102 consecutive femoral serial 
arteriograms of 91 patients; there were 64 males and 
27 females with clinical manifestations of intermittent 
claudication, rest pain without trophic lesions, rest 
pain with ulcers of the foot or leg, and gangrene. The 
nature of the occlusive disease was diagnosed as ar- 
teriosclerosis obliterans in 58 per cent, arteriosclerosis 
obliterans with diabetes in 36 per cent, thrombo- 
angiitis obliterans in 4 per cent, and embolism in 2 
per cent. 

The arteriographic patterns are divided into 9 
categories ranging from involvement of the distal 
superficial femoral artery only to complete occlusion 
of the entire femoral and popliteal segments. The 
arteriograms also demonstrated the “run-off” which 
represents the patent major distal vessel below the site 
of segmental occlusion. ‘The presence of an adequate 
outflow is the most decisive factor in the selection of 
patients for arterial grafting or thromboendarter- 
ectomy. 

Prognosis for an extremity with occlusive arterial 
disease depends on many general and local factors. In 
diabetics the arteriosclerosis is more diffuse and more 
often involves the distal arteries; infection is a serious 
complication and thus the outlook is grave. The prog- 
nosis in cases of superficial femoral artery occlusion is 
much better than in popliteal artery disease. Occlu- 
sion of leg arteries associated with any occlusive pat- 
terns of the femoropopliteal segment will materially 
reduce terminal arterial flow and may lead to gan- 
grene. The authors demonstrated, in most instances, 
a good correlation between clinical and angiographic 
findings, attesting to the reliability of serial arteri- 
ography. —Albert M. Schwartz, M.D. 


Management of Abdominal Aorticoiliac Aneurysms 
Associated with Occlusive Arterial Disease. ALTON 
Ocusner, Jr., and Paut T. DeCamp. South. M. 7., 
1960, 53: 732. 


MorTALITY AND MORBIDITY RATES are higher in pa- 
tients who have both abdominal aorticoiliac aneurysms 
and occlusive arterial disease, and since both are com- 
plications of arteriosclerosis, they frequently coexist. 
Aortography and arteriography of the extremities are 
important in locating and determining the extent of 
the occlusive vascular disease. When the arterial 
studies cannot be made preoperatively they should be 
carried out on the operating table before resection of 
the aneurysm, so that the surgeon will know, in case 
of clotting in the peripheral vessels, how much is ir- 
reversible and how much can be handled by em- 
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bolectomy or by reconstructive operation. Systemic 
heparinization to prevent clotting is recommended 
after the initial dissection is carried out; it is not con- 
tinued postoperatively. 

The surgical procedure consists of excision of the 
aneurysm and replacement by a graft. In addition, 
the proximal occlusive disease should be treated by 
endarterectomy or bypass with the limbs of the graft 
to restore good pulsatile flow into the femoral arteries. 
Reconstructive operation should not be extended into 
the lower extremities beyond the femoral artery be- 
cause it will prolong operative time and add risk to the 
success of the operation; bilateral lumbar sym- 
pathectomy should be performed if there is distal oc- 
clusive disease. The authors decry the use of long 
grafts from the aorta to the popliteal artery. The 
peripheral circulation should not be left in any worse 
condition than it was before operation, and if there 
is question of distal thrombosis, a postoperative arteri- 
ogram should be made on the table and the condition 
corrected at once. —Albert M. Schwartz, M.D. 


Indications and Contraindications for Various Meth- 
ods of Abdominal Aortography (Accidents, indica- 
tions, et contre-indications des différentes méthodes 
d’aortographie abdominale). J. CHatut, C. Fauré, 
P. Maincuet, and L. Brianp. Sem. hép. Paris, 1960, 
36: 1652. 


THE AUTHORS have reviewed the literature on the 
complications of abdominal aortography and present 
their own experience and that of four anonymous 
centers in France with a total of 828 cases. The trans- 
lumbar, retrograde, and intravenous routes were 
used. A total of 114 complications resulting in 5 
deaths is reported. The complications were classified 
as renal, hemorrhagic, neurologic, and other. The 
highest rate of complications and deaths was obtained 
with the translumbar technique. 

The authors recommend the retrograde trans- 
femoral route for the study of the abdominal aorta 
and its branches, unless the iliac arteries are presumed 
to be thrombosed, in which case the translumbar ap- 
proach is preferred. The latter is contraindicated in 
case of aneurysm, displacement, or tortuosity of the 
abdominal aorta. The intravenous route is not very 
dependable technically and visualization is not satis- 
factory. 

Among the contraindications to aortography in 
general are: renal insufficiency, hepatic insufficiency, 
hematologic disorders, heart failure, active throm- 
botic phenomena, iodine hypersensitivity, and hy- 
perthyroidism. The authors advise a careful medical 
examination before it is decided to perform aortogra- 
phv and the avoidance of the translumbar approach 
as much as possible. — Joseph 7. Bahuth, M.D. 


Mesenteric-Caval Anastomosis (L’anastomose mésen- 
térico-cave), PH. Détrie and P. BakaLoupis. 7. chir., 
Par., 1960, 79: 398. 


Dissections of 30 fresh adult cadavers were performed 
to study the anatomy of the superior mesenteric vein 
and its branches with reference to the suitability of 
this vein for portal decompression. Usually, the vein 
is large and has no tributaries overlying the duode- 
num except the right gastroepiploic vein. 
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The maximum diameters of the superior mesen- 
teric vein in 30 subjects varied from 0.9 to 1.7 cm. 
when the veins were distended with blood. These 
measurements were made at a point distal to the 
junction of the splenic vein. 

The authors conclude that in 16 of the 30 cadavers 
the anatomy of the region permitted mesenteric- 
caval shunting. —Frederick W. Preston, M.D. 


SURGERY OF THE VASCULAR SYSTEM 


Ligation of the Superior Mesenteric Artery at Dif- 
ferent Levels (La legatura dell’arteria mesenterica 
superiore a varia altezza). L. Imperati, T. Tom- 
MASEO, M. CacettT1, and R. Porzio. Gior. ital. chir., 
1960, 16: 3. 


IN THIS ARTICLE a description of the anatomy of the 
human and canine superior mesenteric artery, as 
studied by means of postmortem angiography, and the 
results of its experimental ligation at different levels 
are presented. 

The superior mesenteric artery presents two po- 
tential collateral circulations. One is represented by 
the jejunoiliac and colic arteries and the other by the 
anastomotic branches to the hepatic and inferior 
mesenteric arteries. The purpose of this experimental 
study has been to determine whether the potential 
collateral circulations could take over the function of 
the superior mesenteric artery when surgically ligated. 
A total of 24 dogs was employed. The animals were 
divided into two groups. In the first group, consisting 
of 7 dogs, the superior mesenteric artery was double 
ligated at its origin from the aorta. In the second 
group of 17 dogs the ligation was performed at lower 
levels. The following results were obtained: All the 
animals of the first group died within the first 26 hours. 
Ligation of the superior mesenteric artery at lower 
levels always resulted in survival of the animals. Post- 
mortem studies revealed normal small and large in- 
testines. 

The results obtained clearly indicate that the two 
potential circulations of the superior mesenteric artery, 
although anatomically demonstrable, are of no avail 
in case of high ligation of this artery. This is in ac- 
cordance with the known fact that embolization of 
the superior mesenteric artery always results in the 
death of the patient. — Maria Serratto, M.D. 


Replacement of the Main Pulmonary Artery Bifur- 
cation by Autogenous Pericardium. Lester R. 
SAUVAGE, ABRAHAM M. Rupo.tpn, and Rosert E. 
Gross. 7. Thorac. Cardiovasc. Surg., 1960, 40: 56. 


THE AUTHORS describe a technique for experimental 
resection and replacement of the distal main pulmo- 
nary artery, its bifurcation, and the major portions 
of both right and left pulmonary arteries utilizing 
autogenous pericardium. The technique, while diffi- 
cult, does not require the use of pumps, extracorporeal 
circulation, hypothermia, or circulatory interruption. 
Two such pericardial autografts functioned satisfac- 
torily over implantation periods of 16 and 17 months 
on the basis of the observations of others and those 
reported in the article. 

The authors are employing autogenous pericardium 
clinically for widening the right ventricular outflow 
tract and of the pulmonary artery in instances of 
infundibular stenosis or hypoplasia of the artery. De- 
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tails of the technique are presented in a series of 
drawings. —Allan D. Callow, M.D. 


Arterial Reconstruction in Arteriosclerosis Obliterans 
of the Lower Extremities. V. J. Lunp and E. HEn- 
RICHSEN. Acta chir. scand., 1960, 119: 146. 


Since 1956, Lund and Henrichsen have operated on 
113 extremities of 92 patients for arterial occlusion. 
This number represents 70 per cent of their patients 
with occlusive disease. Bypass grafts were used in all 
cases, 19 crimped nylon tubes and 94 arterial homo- 
grafts. Supplementary endarterectomy was used in a 
few cases. 

The data, in tabular form, show about 85 per cent 
good results in patients with claudication and fewer 
than 70 per cent good results in patients with symp- 
toms at rest. Despite these figures the authors stress the 
limitation of indications for arterial reconstructive 
operations to patients with severe claudication—con- 
stituting 90 per cent of all their patients with claudi- 
cation—and severe pain at rest with evidence of 
adequate distal runoff. Fifty per cent of their patients 
with pain at rest were suitable for grafts. 

The results, evaluated 6 to 33 months after oper- 
ation, are superior for lesions above the groin and less 
good for lesions in the femoral and popliteal arteries. 

During the performance of their operations the 
authors monitor the temperatures of the skin of the 
feet. A failure to demonstrate a rise of 4 to 5 degrees 
C. indicates absence of distal flow even when the graft 
pulsates well in the operative field. Prompt revision is 
then in order. —Leonard D. Rosenman, M.D. 


Reconstructive Surgery in Peripheral Arterial Oc- 
clusion. T. H1eErToNN. Acta chir. scand., 1960, 119: 129. 


THE AUTHOR has changed his methods of treating oc- 
clusive arterial disease in the legs as newer techniques 
have developed. In this report he deals only with 70 
arterial reconstructive procedures used for traumatic, 
aneurysmic, and atheromatous obstructions and 3 
cases of cystic medial necrosis of the popliteal artery. 
At this time he favors endarterectomy for correction of 
aortoiliac occlusions and bypass grafts with autogenous 
veins for femoral and popliteal lesions. If the latter are 
unsuitable or unavailable he uses dacron prostheses. 
In the leg he considers endarterectomy less desirable 
than bypass. In most cases he uses anticoagulants in 
the postoperative period, for years in some patients. 
Lumbar sympathectomy no longer is considered a 
necessary part of the total therapy. He finds his re- 
sults better in patients who have localized lesions and 
who do not suffer atherosclerosis of visceral arteries. 
—Leonard D. Rosenman, M.D. 


LYMPHATIC VESSELS AND NODES 


Radiolymphadenography, a Method to Investigate 
the Functional Dynamics of the Lymphatic Sys- 
tem (Die Radiolymphadenographie, eine Methode 
der gezielten Untersuchung der funktionellen Dyna- 
mik des lymphatischen Systems). P. MALEK and B. 
VavrEJN. Fortsch. Réntgenstrahl., 1960, 92: 597. 


Tuis ARTICLE deals with a method for studying ab- 
sorption and transportation by the lymphatic system 
of the lower extremity. 


The anatomic considerations are reviewed briefly, 
The measuring devices, the different radioactive col. 
loids, and their use are discussed. Au" is given 
preference over I'*!, It is selectively injected into 
different lymphatic areas of the foot and the radio- 
activity is measured thereafter over the knee, groin, 
and lower abdomen. Thus it is possible to study the 
individual efferent lymphatic systems. This staged 
examination allows an estimate of functional changes 
as well. 

A few clinical cases of acquired lymphedema are 
added to illustrate the different properties of this 
diagnostic tool. —Hans F. Schweizer, M.D. 


Lymphography in Chronic Secondary Lymphedema 
(Zur Lymphographie bei chronischen sekundaeren 
Lymphoedemen.) W. A. Fucus, A. Rirrmann, and 
M. S. pEL Buono. Fortsch. Rontgenstrahl., 1960, 92: 608. 


MANy DIFFERENT FORMS of lymphedema are described 
in the literature. Carefully reviewing the latest publi- 
cations the authors have come to the conclusion that 
the most practical indication for lymphography is in 
cases with suspected tumor infiltration of the lymph 
nodes. It is possible with this approach to demonstrate 
both a primary tumor and metastases roentgeno- 
graphically before they are evident clinically. 

Phlebography should always be carried out together 
with lymphography because of the close relationship 
between the lymph vessels and the veins. 

Selected lymphograms are used to discuss second- 
ary lymphedema resulting from tumor infiltration into 
lymph nodes and vessels, chronic lymphangitis, lymph 
node fibrosis, and the state after surgical removal of 
lymph nodes. —Hans F. Schweizer, M.D. 


Tuberculosis of the Mesenteric and Retroperitoneal 
Lymph Nodes Simulating Neoplasm. Roserr B. 
QuaTTLeBAuM. South. M. 7., 1960, 53: 693. 


Five cases of isolated tuberculous infection of the 
mesenteric and retroperitoneal lymph nodes are re- 
ported. All of the patients had an upper abdominal 
mass and 3 were thought at the time of surgical ex- 
ploration to have malignant disease. 

The infrequency of this condition today is attrib- 
utable to the general decrease in intestinal tubercu- 
losis, even in those patients with pulmonary involve- 
ment. The appearance of tuberculosis in the mesen- 
teric nodes is preceded by involvement of the intes- 
tinal wall, although this may not be accompanied by 
obvious ulceration. The process begins as an acute 
infection and proceeds to caseation. The caseated 
area may become calcified, but more often it liquefies 
and a cold abscess forms. Spontaneous drainage of an 
abscess involving the mesenteric nodes cannot occur, 
so that the nodes become very large and retroperito- 
neal collections form. 

In the cases described, large tuberculous masses 
displaced the stomach anteriorly and the transverse 
colon inferiorly. Frozen section of the nodules in the 
mesentery in 1 case was unreliable. Grossly, it was 
difficult to distinguish these masses from carcinoma- 
tosis. In none of the 5 cases was there evidence of 
calcification of the nodes. Since isolated tuberculosis 
of the mesenteric nodes can occur without evidence 
of concurrent gastrointestinal or pulmonary involve- 
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ment, this diagnosis must be considered as a possi- 
bility in a young adult with a palpable abdominal 
mass and roentgenographic evidence of extraintes- 
tinal involvement. Histologic and bacteriologic studies 
establish the diagnosis, enablimg proper chemother- 
apy to be instituted. —Stuart L. Scheiner, M.D. 


BLOOD AND TRANSFUSIONS 


The Blood Donor. Frep F. Korzexwa, W. QuINN 
Jorpan, and JouNn B. ALsEvER. Am. J. Med. Sc., 1960, 
240: 36, 48. 


A review of the previous donor experience in a group 
of 141 paid donors and 70 replacement donors who 
were involved in 70 cases of presumed transfusion- 
caused serum hepatitis shows that the 2 groups appear 
to be responsible as carriers in almost exactly the same 
ratio as each has to the total of 211 donors. Thus, the 
carrier rate evidently is essentially the same in both 
groups. However, it is strikingly evident that new 
donors and one-time donors are primarily implicated 
as carriers. Together, they are involved in 88.5 per 
cent of the 70 cases, and their frequency in the group 
of involved donors is 3 times higher than in the total 
donor group. Patients receiving at least one unit of 
blood from new donors total 43, or 61.4 per cent; and 
there are an additional 19 cases, or 27.1 per cent, who 
received no new donor blood but at least one unit 
from donors who had given only once previously. The 
replacement donor is relatively more significantly 
involved in these cases than is the paid donor; inex- 
perienced donors make up 92 per cent of the replace- 
ment group and 60 per cent of the paid donor group. 
Thymol turbidity test values were studied in 14 of the 
cases. Although the number of cases is few, a high 
thymol value appears to have very poor correlation 
with the carrier state, while lack of donor experience 
is again most striking. 

These data clearly identify the group of blood 
donors who are most dangerous as potential carriers; 
they consist almost entirely of those donors with no 
previous experience or but one previous donation. 
This highlights the seriousness of the hepatitis carrier 
problem for blood banks that could not continue to 
give service without constantly recruiting and using 
new donors. On the other hand, it would seem to 
make the problem somewhat easier when a specific 
test method is devised, since the effort in special 
screening can be concentrated largely in a relatively 
small group of donors with a very high rate of effec- 
tiveness. Finally, the data validate the previously 
published criteria, based on medicolegal considera- 
tions, for exclusion of suspect donors in cases that follow 
multiple-unit transfusions unless they have a record 
of 2 safe previous donations, in addition to other nega- 
tive findings. — John 7. Maloney, M.D. 


—= peeing. Antonio Bosa. Ann. Surg., 1960, 
1 


THe auTHorR describes the experience gained from 
the management of 15 patients with profuse hemor- 
thage by the administration of ganglionic blockade 
and blood replacement. 

In early experience with the management of pro- 
fuse hemorrhage by ganglionic blockade, such therapy 
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was undertaken only when all other methods of treat- 
ment had been exhausted. The concept of treating 
hemorrhage and hypotension with more hypotension 
obtained by ganglionic blocking agents was so novel 
that this therapy was instituted only rarely. However, 
the early results were so encouraging that now this 
type of treatment is often begun before a hemorrhagic 
situation becomes critical. 

The patients had a variety of conditions with re- 
spect to diagnosis, physical status, and type of opera- 
tion. Conditions requiring treatment included mas- 
sive uterine hemorrhage, profuse bleeding during 
intracranial operation, and gross loss of blood during 
the course of an abdominoperineal resection. Included 
also were a variety of general surgical, vascular, and 
thoracic surgical problems, both traumatic and opera- 
tive. 

Thirteen of the 15 patients described in the article 
survived the acute hemorrhagic episode. Of the 13, 
5 recovered completely and 8 died at various intervals 
after operation. 

A variety of physiologic responses are discussed 
with respect to the effects of both the acute hemor- 
rhage and the ganglionic blocking agents. One im- 
portant clinical observation is that in all 15 patients 
the induction of ganglionic blockade seemed to reduce 
the rate of bleeding completely out of proportion to 
the fall in blood pressure. The net result was that 
blood replacement was facilitated in all cases. 

— Orville F. Grimes, M.D. 


Hemorrhage and Transfusion as the Major Cause of 
Cardiac Arrest. Harry H. LEVEEN, HERBERT S. 
PasTERNAK, IRvinG LustrRin, RosBert B. SHapiro, and 
Others. 7. Am. M. Ass., 1960, 173: 770. 


THis REPORT deals with an analysis of 157 cases of 
cardiac arrest which occurred during the past 7 years 
at Veterans Administration Hospitals in Brooklyn, 
Manhattan, and Bronx and at Kings County Hos- 
pital, New York. In 50 patients the cardiac arrest 
was attributed solely to massive transfusions of hyper- 
potassemic bank blood and in another 18 cases the 
transfusions of potassium rich bank blood in large 
amounts was a contributing factor in the cardiac 
arrest. The average dose of potassium given in the 
first group was 77.7 mEq. and in the second group 
was 57 mEq. The concentration of serum potassium 
in bank blood increases progressively with storage. 
In this study, the blood was collected in other areas 
of the United States and transported to the various 
hospitals where it was used. Therefore, the serum 
potassium levels of the stored bank blood may be 
somewhat higher than in institutions operating their 
own blood banks. 

In hypovolemic shock with inadequate blood re- 
placement, potassium is released in the liver and car- 
ried to the heart. This increase in serum potassium 
cannot be detected in peripheral venous blood. Car- 
diac arrest occurs when massive amounts of cold bank 
blood containing high concentrations of potassium are 
added to the circulation, further increasing the con- 
centration of extracellular potassium in the heart. 

It has been demonstrated in the experimental ani- 
mal that in the presence of hypovolemia the heart is 
more sensitive to hyperpotassemia. Therefore, an im- 
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portant factor in the prevention of cardiac arrest is 
the proper monitoring of blood loss during the opera- 
tion so that hypovolemia does not occur. Fresh blood 
or blood treated with ion exchange resin, because of 
its low potassium concentration, is relatively safe for 
massive transfusions. 

Large amounts of refrigerated blood administered 
rapidly selectively cool the heart and render it more 
sensitive to arrhythmias. Digitalis antagonizes potas- 
sium intoxication, and digitalization is recommended 
when large blood transfusions are anticipated; if this 
is not possible rapid digitalization at the time of the 
blood replacement should be carried out. Monitoring 
the right auricular venous pressure is considered a 
very important determination during operation, and 
if blood loss is properly monitored and replaced a 
rising venous pressure may be the only means of 
detecting an increase in serum potassium. 

—George R. Holswade, M.D. 


Exchange Transfusion in Cases of Acquired Acute 
Hemolytic Anemia. H. WincstRANnp and S. SELAN- 
DER. Acta med. scand., 1960, 167: 309. 


ACQUIRED HEMOLYTIC ANEMIA is a condition character- 
ized by increased dissolution of the red corpuscles. 
A distinctly definable group within this classification 
is that in which the dissolution of red corpuscles is 
caused by the formation of ‘“‘autoantibodies,” the 
action of which is directed against the individual’s 
own red corpuscles. The presence of these autoanti- 
bodies may be established by a positive Coombs’ test. 

Etiologically, there are three groups of these im- 
munohemolytic anemias: those associated with degen- 
erative conditions such as the collagen diseases, those 
associated with infectious diseases, and those of idio- 
pathic etiology. 

In the treatment of this condition, splenectomy 
was performed as early as 1911. This form of therapy 
has benefited many patients, although in some series 


good results have been reported in only 50 per cent 
of cases. 

Blood transfusion has not always proved to be 
entirely beneficial in these cases because the intro- 
duced erythrocytes may become rapidly sensitized 
and hemolyzed, resulting in an increased amount of 
bilirubin in the blood stream. Steroid therapy on 
the other hand has been used successfully and several 
cases which have failed to show satisfactory progress 
after splenectomy have shown clear evidence of im- 
provement with cortisone. Finally, exchange trans- 
fusions were introduced as a method of treating this 
condition. An exchange transfusion performed on an 
adult obviously presents far greater difficulties than a 
similar procedure on a child. As much as 20 liters of 
blood may be necessary to achieve an 80 per cent 
replacement of the circulating volume in an adult. 

In order to show the effectiveness and practicality 
of performing an exchange transfusion on an adult, 
the authors present the case history of a 57 year old 
woman with a severe case of acute hemolytic anemia 
of the immunohemolytic type. Immediately before 
the exchange transfusion, the patient’s hemoglobin 
was 3.4 gm./100 ml. and the red blood cell count 
was 0.6 million/c.mm. Twelve liters of blood were 
required to carry out the procedure. The blood was 
introduced into the femoral artery while the patient's 
blood was withdrawn from the opposite saphenous 
vein. Although the patient suffered a mild relapse in 
the succeeding weeks, her red blood cell count became 
stable at 2.0 million/c.mm. and she gradually im- 
proved over the succeeding 6 months. 

In the posttransfusion period, she was given steroid 
therapy to depress the formation of antibodies. 

Although it was not possible to incriminate a basic 
disease as the original cause of the hemolytic anemia, 
the patient did well after a combination of exchange 
transfusion and steroid therapy. 

—Frank 7. Milloy, M.D. 
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SURGICAL MANAGEMENT 


PREOPERATIVE AND POSTOPERATIVE CARE 


Serum Glutamic Oxalacetic Transaminase Levels in 
266 Surgical Patients, Perry R. Ayres and THomas 
B. WiturarRb. Ann. Int. M., 1960, 52: 1279. 


Since 1955, the determination of serum glutamic 
oxalacetic transaminase (SGOT) has become a useful 
aid in the diagnosis of acute myocardial infarction. 
Human serum contains from 8 to 40 units of SGOT 
normally, and certain damaged tissues release in- 
creased amounts of this enzyme into the serum. Bile 
contains a precursor of this enzyme, so that biliary 
obstruction may produce elevated SGOT levels. This 
study was undertaken to investigate the behavior of 
SGOT in patients undergoing various surgical opera- 
tions, to determine the types of operations frequently 
associated with SGOT elevation, to evaluate other 
factors which might relate to this elevation in surgical 
patients, and to define criteria by which SGOT eleva- 
tion might be considered valid evidence of myocardial 
infarction in postoperative patients. Blood for SGOT 
determinations was drawn on the morning of opera- 
tion, immediately after operation, and daily for the 
next 4 mornings. Levels over 40 units per ml. were 
considered significant. 

Of the 266 operations studied, 20 per cent were 
associated with elevation of the SGOT at some time. 
Most of these increases were low grade and most were 
associated with biliary tract operations—30 elevated 
in 49 such cases. Common duct exploration invariably 
produced elevated levels, up to 450 units, although 
these gradually returned to normal by the third post- 
operative day. Many other abdominal operations 
were studied, as well as pelvic operations, genitouri- 
nary procedures, thoracic, orthopedic, neurosurgical, 
and other operations. Among the 266 patients in the 
study, none sustained a recognizable myocardial 
infarction during the period of study. Age, sex, and 
race could not be correlated to the results. Preanes- 
thetic medication, anesthetic agents, and postopera- 
tive analgesic drugs appeared to exert no influence on 
the occasional elevated SGOT levels found. 

It was therefore concluded that elevated SGOT in 
surgical patients must be correlated, as with any 
laboratory test, with the total clinical picture. In most 
postoperative patients, significant SGOT elevation 
may be considered a reliable aid in diagnosing myo- 
cardial infarction. An exception would be patients 
undergoing biliary tract operations, especially com- 
mon duct procedures, wherein the SGOT levels may 
be unreliable for 2 postoperative days. Elevated 
SGOT titers should be viewed cautiously as evidence 
of myocardial infarction in patients known or sus- 
pected of having liver disease, including metastatic 
carcinoma of the liver. Elevations following amputa- 
tions and cardiac operations are also probably 
unreliable. Protracted or p-ofound surgical shock may 
produce hepatocellular damage which may cause 
tlevated SGOT levels greater than those due to myo- 
cardial infarction. —Enmile L. Meine, Fr., M.D. 


The Effect of Testosterone on Corticosteroids in Sur- 
gical Trauma. Louis L. Smirn, RicHarp W. STEEN- 
BURG, ULRicH F. Gruser, Aup J. Kaatstap, and 
Francis D. Moore. 7. Clin. Endocr., 1960, 20: 919. 


THE ADRENOCORTICOID RESPONSE to surgical interven- 
tion was studied in 5 patients undergoing subtotal 
gastrectomy after pretreatment with testosterone. For 
1 to 5 days prior to operation, testosterone propionate 
was administered intramuscularly or intravenously in 
doses of 40 to 200 mgm. per 24 hours. 

Five patients undergoing gastrectomy but not pre- 
treated with testosterone served as controls in this 
study. Plasma free and conjugated corticosteroid con- 
centrations were measured before, during, and after 
operation as was the 24 hour urinary excretion of 
corticosteroids and ketosteroids. 

These studies indicate that testosterone given prior 
to operation does not cause a demonstrable alteration 
in the concentration of plasma free or conjugated 
corticosteroids nor in the urinary excretion of corti- 
costeroids or ketosteroids. 

Three normal male volunteers were pretreated with 
testosterone and the results indicate that this treat- 
ment fails to alter the ACTH-induced rise in plasma 
free and conjugated corticosteroid concentrations. 
The concentration of corticosteroids in the urine 
during and after the administration of ACTH was 
the same in untreated volunteers as in the same sub- 
jects after pretreatment with testosterone propionate. 

— John H. Davis, M.D. 


Surgical Sepsis, Report on Subtotal Gastrectomies. 
BenyAMIN A. BARNES, GLENN E. BEHRINGER, FRANK 
C. WHEELOCK, EARLE W. WILKINS, and OLIVER Cope. 
J. Am. M. Ass., 1960, 173: 1068. 


THE INCIDENCE of postoperative sepsis on a surgical 
service was determined because of the widespread 
impression that the risk of surgical sepsis is currently 
increasing. 

A retrospective record study and statistical analysis 
of sepsis after 3,000 subtotal gastrectomies established 
an incidence of septic complications of 4 per cent in 
the period from 1941 to 1953. Prior to this period, 
when blood transfusions were not readily available, 
and after this period, when an increasing number of 
emergency subtotal gastrectomies was performed, the 
incidence of postoperative sepsis was greater. The 
clinical use of antibiotics was not synchronous with 
these changes. A large part of the recent rise in post- 
operative sepsis is a consequence of the altered case 
material. Numerous factors contributing to the de- 
velopment of sepsis require careful analysis before 
any one factor, such as environmental bacteria, may 
be held accountable. 

The influences of antibiotics, age, and the presence 
of staphylococci and the incidence of sepsis on two 
hospital services are comparable to those in previous 
studies of other surgical procedures at the Massachu- 
setts General Hospital in Boston. 

— Harold Laufman, M.D. 
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Hyperthermia After a Surgical Operation in Infants 
and Children. Moromasa Sasaki. Kyushu J. M. Sc., 
1959, 10: 185. 

OPERATION on an infant or child is occasionally fol- 

lowed by a sudden rise in body temperature, the 

chief symptom of a serious condition which is also 
accompanied by pallor, dyspnea, restlessness, and 
occasionally convulsions—a condition which not in- 
frequently may take an abrupt, lethal turn. The 
author has reviewed a series of 1,234 operations for 
cleft lip or palate performed at the Clinic of Dentistry 
and Oral Surgery, Kyushu University Hospital, 

Fukuoka, Japan. In this series, covering about the 

past 8 years, most of the patients were infants or 

children. Fourteen deaths resulted in the series. 

The author reports a careful study, from an anes- 
thesiologic point of view, on the variation in body 
temperature and sudden death from hyperthermia, 
taking into account age, constitution, the seasonal 
and environmental conditions as well as the anes- 
thetic agent used, and the severity of the surgical 
injury. 

The author concludes that the fulminant develop- 
ment of severe complications with postoperative 
hyperthermia and sudden death can be prevented 
if the anesthetic management is adequately controlled. 

—W. Foster Montgomery, M.D. 


WOUNDS AND THERMAL INJURIES 


Evaluation of a Semiopen Method in the Manage- 
ment of Severe Burns After the Acute Phase. T. G. 
BLockeR, JR., GILBERT G. Eape, S. R. Lewis, H. S. 
Jacosson, and Others. Texas 7. M., 1960, 56: 402. 


A SEMIOPEN TECHNIQUE for preparing severely burned 
areas for grafting was used in 112 patients. At the 
first sign of slough separation, conservative debride- 
ment was carried out, leaving intact eschars in place. 
The resultant raw areas were covered with one layer 
of fine mesh gauze and no other dressings were used. 
This procedure was repeated at 2 to 5 day intervals. 
If infection occurred beneath an eschar, more radical 
debridement was carried out. Bulky dressings were 
used in areas subject to rubbing or pressure and under 
the back in circumferential burns. 

Ten days to 2 weeks after the burn the granulating 
areas were prepared for grafting by soaking or by 
thorough mechanical cleansing with water and hexa- 
chlorophene soap. If possible, donor sites were on the 
same side of the trunk as the burn, so that a similar 
open type of dressing could be used. A single layer of 
fine mesh gauze was applied immediately to the donor 
area and bleeding controlled by manual pressure for 
several minutes with a moist pad. 

Dermatome grafts .006 to .009 inch thick were 
applied in sheets or patches without suturing. The 
grafts were left exposed, but any uncovered granula- 
tions were dressed with a single layer of fine-meshed 
gauze impregnated with a water-soluble material. 

Conventional occlusive dressings were used for 
burns of the hands and fingers and for circumferential 
burns of the trunk or thighs. f 

Dressings and crusts were removed by soaking on 
the seventh to tenth day and gauze was reapplied 
only to the raw areas. Dressings were changed more 


frequently if indicated. Burned extremities were ele. 
vated for 3 weeks postoperatively. 

With this method, the average time of a single skin 
grafting procedure was reduced to 49 minutes from 
the 80 minutes required by conventional procedures, 
The amount of dressings used was much less. Fewer 
grafting procedures were required than by the con- 
ventional method. Blood loss was less since excision 
of granulation tissue was not necessary. Grafts could 
be applied to clean areas immediately adjacent to 
contaminated areas not yet ready for grafting. 

The method is not suitable for burns of the hands 
or toes or for circumferential burns, and it cannot be 
used in senile or uncooperative patients who cannot 
maintain the position prescribed to prevent friction 
of the exposed surfaces. —Stanley W. Tuell, M.D. 


Dextran Therapy in Severe Burns. B. W. Haynes, 
JR. Am. F. Surg., 1960, 99: 684. 


DEXTRAN AND BLOOD were given for colloid replace- 
ment to 246 burned patients. For burns exceeding 25 
per cent of the body surface, dextran and blood were 
given in approximately a 2 to 1 ratio. For most burns 
of about 20 per cent, dextran has been used as the 
sole colloid for blood volume replacement. A com- 
mercial preparation of 6 per cent dextran in saline 
solution was used, the dextran having an average 
molecular weight of about 70,000 with a range of 
25,000 to 200,000. The patients in the study ranged 
from 6 months to 95 years of age, were equally divided 
by sex, and were approximately equally divided 
between children and adults. Burns varied from 8 per 
cent to 100 per cent of the body area. The mortality 
rates according to the percentage are tabulated and 
approximate those that have been reported by other 
investigators in recent years. These rates did not 
change significantly during the study. 

Dextran was given in amounts up to 6,000 c.c. 
during the first 48 hours after injury. The initial 
response has been good, as evidenced by improvement 
and stabilization in the peripheral circulation and 
pulse volume. Only 9 patients in the entire series 
died during the first 2 days after injury and only 
2 died on the day of the burn. 

Renal function after dextran infusion has been 
almost uniformly satisfactory. Urinary output was 
maintained at a good level, and elevation of the blood 
urea nitrogen was rarely seen during the first 2 days. 
Correction of hypotension improved urinary output 
so that renal failure was uncommonly encountered. 
It should be noted, however, that the specific gravity 
of the urine is elevated after administration of dextran 
and may be 1.040 or more, reflecting concentration 
of small molecules of dextran in the urine. There is 
a renal threshold for inert molecules of about 45,000 
molecular weight, and dextran solution contains a 
large number of smaller molecules which readily pass 
through the glomerular filter and increase urinary 
volume by their osmotic effects within the tubules. 

The serum protein levels fell routinely after dextran 
therapy, and total values of 4.5 gm. per cent were 
commonly found. These values rose toward normal 
as dextran was eliminated. 

Of the 246 patients in this series, prolonged bleeding 
was observed from some source in 18, usually evi- 
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denced by blood in vomitus or in the stools and mas- 
sive in only 1 instance. In no instance was bleeding 
responsible for death. —E. Thomas Boles, jr., M.D. 


The Prevention of Postoperative Edema. JAMEs 
Catnan and A. Barr. Brit. M. 7., 1960, 2: 261. 


THE AUTHORS CONCLUDE, after a double-blind, con- 
trolled, clinical trial carried out on 56 patients under- 
going plastic surgery, that chymar, lyophilized chymo- 
trypsin, appeared to have no effect on the degree and 
incidence of postoperative edema or bruising in such 
patients. —Paul R. Leberman, M.D. 


INFECTIONS AND ANTIBIOTICS 


Pathogenic Staphylococci in the Upper Respiratory 
Tract. T. Horsrap and Tuo. M. VoGELsanc. Acta 
med. scand., 1960, 167: 279. 


THERE IS CONSIDERABLE EVIDENCE that resistant staph- 
ylococcal strains carried asymptomatically by hos- 
pital personnel represent a serious threat when trans- 
mitted to patients with open wounds or lowered 
resistance. The principal reservoir of pathogenic 
staphylococci is at present thought to be the anterior 
nares of normal human beings. 

The present studies are based on nose and throat 
cultures obtained from 297 patients admitted to the 
Medical Service of the University of Bergen, Norway 
during a 4 month period. Approximately 5 per cent 
of the patients admitted from outside the hospital 
carried resistant staphylococci in their noses or throats 
on admission. A statistically significant rise in the 
incidence of antibiotic-resistant staphylococci was 
observed in patients during the time of hospitaliza- 
tion. 

Ninety per cent of the antibiotic-resistant strains 
were in phage group 1 and were most commonly type 
80. Penicillin was the drug to which they were most 
resistant. Eighteen patients suffered from staphylococ- 
cal infections of some type during the 4 month period 
of observation. 

The presence of nonpathogenic staphylococci in 
the upper respiratory tract of a patient tends to 
prevent colonization with pathogenic organisms. For 
this reason, the patients most liable to colonization 
with resistant staphylococci are those whose nose and 
throat are free from nonpathogenic staphylococci. 
The systemic treatment of patients with antibiotics, 
by rendering the nose and throat free from nonpatho- 
genic staphylococci, enhances the spread of resistant 
staphylococci within a hospital. 

This study revealed that residence in a hospital 
ward for a significant period of time nearly doubled 
the chances that a given person would harbor resist- 
ant staphylococci. —Frank 7. Milloy, M.D. 


Postsplenectomy Infection in Infants and Children. 
Tom W. Rosinson and Puitiie SturcEoN. Pediatrics, 
1960, 25: 941. 


ONE HUNDRED AND TEN Cases of splenectomy are re- 
viewed with reference to severe postsplenectomy in- 
fection, which is defined as one which is fatal or life 
threatening. The cases were divided into 2 groups. 
The first group was composed of patients in whom 
the basic disease for which splenectomy was per- 
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formed, congenital spherocytic hemolytic anemia, 
idiopathic thrombocytopenic purpura, traumatic rup- 
ture of the spleen, was not associated with an in- 
creased susceptibility to infection. In this group of 63 
patients there was one severe infection. 

The second group consisted of 47 patients whose 
underlying disease of Cooley’s anemia, reticuloendo- 
thelial malignant lesions, congenital hypoplastic ane- 
mia, or miscellaneous disorder, was associated with a 
predisposition to infection. Severe infection developed 
at some time in 12 patients after splenectomy. 

The authors conclude that splenectomy itself does 
not predispose to severe infection and that the deter- 
minant for infection is the basic disease for which 
splenectomy is performed. 

—Lockert B. Mason, M.D. 


ANTISEPTIC AND ASEPTIC PROCEDURES 


The Problem of Management of Nasal Carriers of 
Staphylococci. Witt1am J. Martin, Donatp R. 
NicHots, and Epwarp D. HENpERsON. Proc. Mayo 
Clin., 1960, 35: 282. 


AMONG THE PROCEDURES employed at the Mayo Clinic 
in the management of nasal carriers of staphylococci, 
none was found to be very effective. However, it 
seems reasonable in certain situations to attempt to 
control the carrier state temporarily by the use of 
antibiotics intranasally or systemically. Local applica- 
tion seems generally preferable to systemic. Of the 
three methods of local application tried, none showed 
overriding cause for preference; but other investiga- 
tors have reported a higher failure rate from oint- 
ments than from solutions. Between saline solution 
and sesame oil as vehicles for antibiotics in nasal 
sprays, again there is no reason for marked preference; 
but saline solution, though easier to use, may be asso- 
ciated with a slightly higher failure rate than the oil. 

At present the detection and management of cer- 
tain nasal carriers of staphylococci must concern those 
interested in the control of staphylococcal infections. 
The question of whether the healthy carrier is a major 
source of danger in the genesis of clinical infections 
cannot be answered at this time. Obviously many 
medical, economic, and psychologic factors must be 
considered in evaluating these nasal carriers of staphy- 
lococci; but currently if a person is incontrovertibly 
disseminating a virulent strain responsible for clinical 
infections, removal of that individual from the hos- 
pital environment is obligatory. 


EXTRACORPOREAL CIRCULATION 


Selective Hypothermia of the Myocardium in Open 
Heart Surgery with Extracorporeal Circulation 
(L’ipotermia selettiva del miocardio nella chirurgia 
cardiaca a cuore aperto in circolazione extracor- 
porea). P. Micozz1, G. Pezzout, R. Corresini, G. 
Nove ul, and F. TRAnt. Chir. pat. sper., Milano, 1960, 
8: 23. 


ELEVEN Docs were used for this experimental study. 
The animals were divided into two groups of 4 and 
7 dogs each. Extracorporeal circulation was instituted 
by means of a disc-type oxygenator with perfusion 
rates ranging from 60 to 70 c.c./kgm./min. In both 
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groups selective hypothermia of the myocardium was 
obtained by perfusing the coronary arteries with cold 
blood. 

In all experiments the coronary flow ranged be- 
tween 100 and 150 c.c./min. The blood tempera- 
ture averaged 6 degrees C. Temperature of the myo- 
cardial surface ranged between 19 and 15 degrees 
C., while the rectal temperature varied between 35.5 
and 31 degrees C. Marked bradycardia was observed 
in 40 to 60 seconds after the beginning of the perfu- 
sion. When a stable bradycardia was obtained, the 
coronary perfusion was discontinued intermittently 
for periods of 8 to 10 minutes. The myocardial hypo- 
thermia was maintained for 10 to 40 minutes. Ven- 
tricular fibrillation was never observed during the 
hypothermic stage, but it appeared constantly during 
rewarming. Sinus rhythm was re-established by 
electric shock. No intraoperative death was observed. 
In conclusion the authors stress the advantages of 
this method with respect to pharmacologic cardiac 
arrest. — Maria Serratto, M.D. 


High Output Bubble Oxygenator with Variable 
Oxygenation Chamber for Cardiac Bypass. Mari- 
ANO LOopEz-BELio and Ormanp C. JULIAN. Surgery, 
1960, 47: 772. 


A STAINLESS STEEL BUBBLE TYPE OXYGENATOR is 
described which permits the use of high perfusion 
flows without the dangers of gas embolism. The char- 
acteristics of this oxygenator are: (a) the mixing 
chamber, which can be changed in size in such a way 
that the gas-blood contact during the oxygenation 
maintains a proportion to the perfusion flow required 
for each patient; (b) the defoaming chamber, which 
allows a rapid removal of bubbles with a minimum 
contact with antifoam substances; (c) the ‘absence of 
helix; and (d) the reservoir. The oxygenating chamber 
is a vertical cylinder which consists of three parts, all 
of which are used in every perfusion. The volume of 
the oxygenating chamber is adjusted to the rate of the 
perfusion required by changing the level of the per- 
forated disc. 

The incorporation of these new mechanical prin- 
ciples permits the perfusion of any volume of blood 
without metabolic changes, with minimum trauma to 
the blood, and with freedom from the danger of the 
production of air embolism. The authors emphasize 
that the size of the mixing chamber must be varied in 
proportion to the rate at which blood will be passed 
through the chambers. The perfusion flows used 
through the oxygenator varied from 400 to 6,000 ml. 
of blood per minute and the amount of 100 per cent 
oxygen needed is from 3 to 7 |. per minute. 


ANESTHESIA 


The Therapeutic Use of Local Anesthesia. Epwarp J. 
Drisco.u. 7. Oral Surg., 1960, 18: 290. 


THE concept of the use of local anesthesia in the 
routine prophylaxis of pain must be broadened to 
include the therapeutic indications as well. Local 
anesthetics enjoy an expanding scope of usefulness 
as adjunctive and even curative agents. 

The material has been divided arbitrarily into three 
categories. In the first category the author discussed 


the therapeutic use of local anesthesia for conditions 
in which the control of pain, either directly or in. 
directly, is the distinguishing feature. This group of 
conditions includes neuralgia, muscle spasm, disloca- 
tion of the mandible, and systemic ailments. The 
second category includes conditions in which pain 
control is not the essential feature and in which prop- 
erties other than the analgesic ones of local anesthetics 
are utilized. The properties are the local and general 
vasodilative capacity of certain anesthetics. These are 
useful for injection into areas into which accidental 
leakage of barbiturates has occurred. Combined with 
vasoconstrictor substances, local anesthetic solutions 
are often used to control hemorrhage during general 
anesthesia. The third category is the therapeutic use 
of local anesthetics by topical application. Attention 
is directed to the rapid absorption of these drugs 
from mucous membranes and damaged skin. Dentists 
employ topical anesthetics for a number of indications. 
In this regard, recent investigations have shown that 
various antihistaminic drugs in normal saline solution 
are highly effective topical anesthetics with a very 
low toxicity. These drugs have been used liberally 
in some patients, who, because of the number and 
severity of their lesions, were liable to toxic absorption 
of topically applied drugs. —Mary F. Poe, M.D. 


Methoxyflurane as an Anesthetic for Neurological 
Surgery. ALAN VAN Poznak, Bronson S. Ray, and 
Joseru F. Artusio, Jr. 7. Neurosurg., 1960, 17: 477. 


Since 1956 a series of fluorinated hydrocarbons and 
ethers has been investigated in the search for a neuro- 
surgical anesthetic agent potent enough for all situa- 
tions, yet safe in the presence of the electrocautery and 
nondepressant to the respiratory and cardiovascular 
systems. 1,1-difluoro 2,2-dichloro ethyl methyl ether 
is a clear, colorless liquid, boiling at 103 degrees C. 
and having a vapor pressure of 25 mm. Hg at 20 de- 
grees C. It is stable with sunlight, soda, lime, and 
baralyme and compatible with the usual anesthetic 
agents. Its behavior and use are similar to that of 
diethyl ether. Its main side effects are slight reduction 
in blood pressure and heart rate. 

Induction may be performed with this drug in 9 
minutes, but inductions have been performed rou- 
tinely with supplementary thiopental and succinyl- 
choline chloride. One hundred neurosurgical opera- 
tions were performed at the New York Hospital in 
New York using methoxyflurane anesthesia, either 
alone in a closed circle, or with nitrous oxide in a 
semiclosed circle. No complications due to anesthesia 
were noted. —George L. Potter, M.D. 


Axillary Arm Block. J. W. Dates, E. Curtis, A. A. 
Toms, K. S. O’REILLy, and R. F. On.ke. Canad. M. 
Ass. F., 1960, 82: 1160. 


AXILLARY ARM BLOCK is the term for anesthetization 
of the brachial plexus at the lower margin of the 
axilla. The anesthetic agent, lidocaine in this instance, 
is injected in front of, behind, above, and below the 
axillary artery. Anesthesia takes 20 minutes to be 
complete. Analgesia is sleevelike up to the point of 
block and is satisfactory for surgical procedures distal 
to the elbow. There is a 5 per cent failure rate for the 
procedure. 





Occasionally there is periosteal pain at the moment 
of fracture reduction. For this, nitrous oxide-oxygen 
or sodium pentothal may be given to adults. These 
supplementary agents are avoided in children because 
of the danger of aspiration of vomitus. About 70 per 
cent of children are susceptible to light hypnosis by 
suggestion and will sleep through the operative pro- 
cedure after the nerve block has been accomplished. 

Axillary arm block is simple to perform and has 
fewer complications than other methods of brachial 
plexus blocks. It is preferred to general anesthesia in 
injured children because of the possibility of vomiting 
and aspiration. —Lockert B. Mason, M.D. 


Spinal Block During Labor (El bloqueo espinal du- 
rante el parto). Fausto J. Moutna. Sem. méd., B. 
Air., 1960, 67: 171. 


THE PRECAUTIONS to be observed for the successful 
accomplishment of the subarachnoid or saddle block 
technique for the control of the pains of labor and 
delivery, based on 281 anesthetic records, are dis- 
cussed. 

The technique now used consists of the classical 
spinal puncture method with such recent modifications 
as have been given in the literature and procured 
from the author’s own personal experience. 

There was in this material no single instance of 
maternal or fetal death. There were only 7 instances 
of mild cephalalgia, 25 instances of postdelivery 
vomiting, and a few patients who complained of 
shoulder pains. 

Advantages claimed for the method are the sim- 
plicity of application and relatively short interval of 
time needed, the assurance of safety for the cardiac 
patient, the relaxed perineum for the passage of the 
premature infant, the absence of marked addition to 
the intoxication of an already intensely medicated 
patient, and the assurance of having a mother and 
child who are fully awake and free of respiratory and 
circulatory disturbances after delivery. 

In conclusion, the author asserts that saddle block 
anesthesia should constitute the procedure of election 
for that moment of the delivery in which the dilata- 
tion of the uterine cervix and its complete effacement 
is attained. — John W. Brennan, M.D. 


Epidural Anesthesia in Obstetrics. C. R. Ciiie. WV. 
Kealand M. F., 1960, 59: 127. 


In 12 MontHs 93 obstetric patients in the National 
Women’s Hospital, Auckland, Australia were anes- 
thetized by means of a lumbar epidural block. 

The technique of induction of the block is given. A 
1.5 per cent lignocaine solution with 1 to 200,000 
adrenalin will provide intense analgesia for 1.5 hours. 
The onset of analgesia is between 5 and 10 minutes 
and is complete in 15 minutes. The anesthesia was 
used for both vaginal deliveries and cesarean sections. 

Failure to establish analgesia occurred in 2 cases. 
In 1 the dura was punctured, and in the other the 
injection was too superficial. In both instances, general 
anesthesia was then employed. Hypotension, although 
it did occur in several instances, was not a problem. 
In 1 patient an infection developed at the site of the 
skin puncture at the fourth to fifth lumbar interspace. 


Erythromycin controlled the infection within 3 days. _ 
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The difficulties attendant upon lumbar epidural 
block are principally those of requiring more time and 
experience than for induction of a spinal lumbar punc- 
ture. It requires 10 to 15 minutes before the patient 
can be placed in the lithotomy position. Uterine re- 
laxation also does not take place under an epidural 
block of the type used. Therefore, it is not recom- 
mended for breech extractions or internal versions. 
However, manual removal of the placenta under 
epidural block has not proved difficult. 

—Alan Rubin, M.D. 


Anesthetic Management of Patients with Trauma. 
Donuin M. Lona. Missouri Med., 1960, 57: 1014. 


THE PLACE OF ANESTHESIA and analgesia in the man- 
agement of severely injured persons is discussed. Spe- 
cifically discussed are preanesthetic management, pre- 
medication and analgesia, anesthetic techniques, 
common anesthetic agents and their effects, and 
specific wounds and indicated anesthetic agents and 
techniques. 

Establishing an airway and maintaining adequate 
ventilation often are problems, especially in cranial 
or thoracic trauma. Correction of impaired circulation 
and at times attention to adequate stress reaction are 
required. Intravenous administration of narcotics is 
recommended, and their combination with narcotic 
antagonists may be advisable. Local or regional anes- 
thetic techniques, with the exception of spinal anal- 
gesia, are usually preferable if suitable for the proposed 
operation. Of the inhalation agents, cyclopropane is 
the choice, most commonly with endotracheal intu- 
bation to obviate aspiration of gastric contents. 

The effects of irradiation and of acute alcoholism 
on anesthetic management are discussed. The chal- 
lenge involved in the handling of mass casualties is 
mentioned. — Mary F. Poe, M.D. 


Prolonged Apnea After Administration of Succinyl- 
choline. HerBert M. RusinsTEIN, Murray K. 
RosENBERG, JuLiIus H. Botcita, and BeRNaRD M. 
Couen. NV. England J. M., 1960, 262: 1107. 


THE AUTHORS report a case of prolonged apnea after 
the administration of succinylcholine. The patient had 
very low plasma pseudocholinesterase levels, probably 
of hereditary origin. The general problem of apnea 
after succinylcholine is reviewed, with particular 
attention to therapy. 

Eliminating overdosage and other common factors, 
there are two general causes for prolonged apnea 
after the administration of succinylcholine, low plasma 
pseudocholinesterase levels, and altered sensitivity of 
the myoneural junction. Low plasma _ pseudocho- 
linesterase levels may be due to several circumstances. 
Anticholinesterase drugs lower enzyme levels and 
cause prolongation of the effect of succinylcholine. 
Malnutrition, cachexia, and liver disease may result 
in low levels. Of considerable recent interest is the 
fact that the deficiency of plasma pseudocholines- 
terase activity may be hereditary. Family studies 
have indicated that severe deficiency of the plasma 
enzyme represents the homozygous state and mild to 
moderate deficiency the heterozygous state. Two 
types of neuromuscular block have been described. 
In recent years it has become apparent that a sharp 
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distinction between these two forms of neuromuscular 
block may not be possible. Moreover, a dual block 
may develop. It is thought that altered sensitivity of 
the myoneural junction is the reason that the initially 
depolarizing block gradually changes to a competi- 
tive block. 

In any given case of prolonged apnea after the 
use of succinylcholine, it may be difficult to fix the 
proper cause and to initiate the proper therapy. If 
there is reason to suspect a dual block, a test dose 
of the short-acting anticholinesterase drug, edropho- 
nium chloride, is suggested. If there is no response 
to edrophonium, the block is principally depolarizing 
and probably due to a low esterase level. Proper 
therapy then consists of the intravenous infusion of 
concentrated human plasma pseudocholinesterase or 
fresh whole blood. —Mary F. Poe, M.D. 


INSTRUMENTS AND APPARATUS 


Clinical Experiences with a New Plethysmograph 
(Experiencias clinicas con un nuevo pletismégrafo 
segmentario). ALFREDO Buzzi. Rev. As. méd. argent., 
1960, 74: 329. 


THE AUTHOR describes a segmental plethysmograph 
of his own design which is made of a lucite cylinder 
12 cm. long with an internal diameter of 9.5 cm. for 
the upper extremity and one 15 cm. long with an 
internal diameter of 15 cm. for the lower limb. There 
are two plates with a central orifice in which the 
cylinder is placed. An airtight seal is assured by means 
of a rubber diaphragm. Recordings can be made by 
optical or electronic methods. 

The tracings in normal individuals and in patients 
suffering from arterial occlusion are analyzed. The 
ascending systolic wave is retarded in arterial occlu- 
sion and there is an abnormal wave pattern which 
corresponds to diminished pulse volume and blood 
flow. — Jaime Barcena, M.D. 





A Method of Controlled Oxygen Administration 
Which Reduces the Risk of Carbon Dioxide Re. 
tention. E. J. M. CampBELL. Lancet, Lond., 1960, 2: 12, 


Tuis AUTHOR has previously shown that respiratory 
failure should be treated with oxygen concentrations 
in the range of 24 to 35 per cent, controlled with an 
accuracy of plus or minus 1 per cent. 

The oxygen tent is an unsatisfactory method be- 
cause it permits the accumulation of carbon dioxide 
and because the oxygen administration cannot be 
controlled with sufficient accuracy. Nasal and pha- 
ryngeal catheters reduce the dead space, but they 
are unsatisfactory because of the inability to accu- 
rately control the amount of oxygen delivered to the 
patient. 

The use of oxygen masks at a high flow rate flushes 
the dead space and insures that the subject inspires 
little or no air around the face piece. When low flow 
rates are used however, the concentration is variable 
and inaccurate. Loose fitting masks were tried with 
a high flow rate and controlled oxygen enrichment, 
and while this works relatively satisfactorily, it is an 
expensive way to supply air to the patient. A mask 
was then devised which uses the Venturi principle in 
which a jet of oxygen delivering 1.5 to 3 liters per 
minute draws over 50 liters of air per minute into 
the stream being delivered to the mask. This provides 
an oxygen concentration of about 24 per cent per 
minute and is a very satisfactory method. 

Sampling of the air in front of the nose and mouth 
demonstrated that the predicted oxygen concentra- 
tions were within plus or minus 0.5 per cent. Humidi- 
fication, assisted ventilation by means of a tracheos- 
tomy, and a high flow rate to flush dead space through 
tracheal catheterization, all can be accomplished 
using this principle. 

A routine of therapy for the patient admitted in 
chronic respiratory failure with an acute infection is 
suggested. —John H. Davis, M.D. 



























RADIOLOGY 


DIAGNOSTIC ROENTGENOLOGY 


X-Ray Projections of Anatomic Structures in the 
Cervical and the Lumbar Vertebrae. Raymonp G. 
Tronzo. Clin. Orthop., 1960, No. 16, p. 249. 


BECAUSE OF THE DIFFICULTY in defining normal ana- 
tomic components of the vertebral column as they are 
projected on the roentgenogram, an attempt was made 
to elucidate these relationships specifically in the cer- 
vical and lumbar vertebrae. Lead paint was found to 
produce the most satisfactory outlines on roentgeno- 
grams. Illustrations of both the painted skeleton of the 
cervical and lumbar vertebrae and the corresponding 
roentgenogram are shown in the standard antero- 
posterior, oblique, and lateral positions. 

The details of the anatomy peculiar to the atlas and 
the axis are discussed, with special emphasis on the 
lateral masses and the transverse foramen of the axis. 
The general architecture of the cervical vertebra is 
outlined. The lumbar vertebrae are less complex and 
can easily be broken down by visualizing the side of a 
dog on the oblique roentgenogram. 

A thorough understanding of the vertebral anatomy 
will lead to detailed interpretation of standard roent- 
genograms. —C. Fred Goeringer, M.D. 


Left Ventricular and Systemic Arterial Catheteriza- 
tion. CHarLes T. Dotrer. Am. 7. Roentg., 1960, 83: 
969. 


THE AUTHOR presents his experience with the Prioton’s 
technique of ventricular catheterization, following the 
lead provided by Seldinger. A detailed description of 
the technique includes the choice of appropriate flex- 
ible coil spring guides, with complete specifications for 
each of them, into which a piano-wire stiffener is 
introduced which may be advanced or withdrawn at 
will to vary the springiness of the guide tip. The choice 
of polyethylene tubing is also discussed, as is the way 
to adapt it to ease the procedure of arterial catheteri- 
zation. 

The femoral artery is punctured by an arterial 
needle after a 2 mm. slit is made through the anes- 
thetized skin. The proper manipulation of the spring 
guide and the polyethylene tube and also their guid- 
ance, under screen control, to the appropriate site of 
injection are fully described. The doses of contrast 
medium used ranged from 5 to 50 c.c. injected within 
1 to 2 seconds. The opaque medium used was 70 per 
cent sodium or ditriokon. 

Fifteen minutes is a feasible start-to-finish time for 
a trained operator with adequate technical support. 
The roentgenographic recordings have been accom- 
plished by means of an automatic seriograph or Fair- 
child’s roll film cassette at the rate of two exposures 
per second. 

The procedure has been used in 110 patients. Two 
deaths have been recorded, 1 of them related to the 
contrast medium and the other without known cause. 
A few patients in this series suffered from transient 
discomfort. 


The ease with which this examination can be carried 
out on unanesthetized outpatients makes it appear 
likely that this or a related method will receive wide- 
spread application in the future. 

— Roger Maltais, M.D. 


Intraosseous Venography, Recent Modification in 
Technique. FERDINAND A. SALZMAN and ROBERT 
E. Wise. Surg. Clin. N. America, 1960, 40: 825. 


INTRAOSSEOUS VENOGRAPHY is a preferred method for 
visualization of the pelvic veins and the inferior vena 
cava. It is applicable also when no other method of 
opacifying the desired venous channels is feasible, 
that is, costal injection for visualization of the inter- 
costal and great veins of the thorax and pubic injection 
for a special study of the obturator plexus and para- 
vertebral veins. It only replaces percutaneous venog- 
raphy when alterations of the skin and subcutaneous 
tissues obscure the superficial veins. 

It is necessary to have: (1) a single method of pene- 
trating bone regardless of cortical structure, (2) a pre- 
cise method of control of the degree of penetration, 
and (3) simple maintenance of sterile technique. The 
orthopedic procedure of drilling the Kirschner wire 
into the bones is used. 

After the removal of the wire, the long inner needle 
is introduced through the guide needle down through 
the hole in the cortex. The guide needle is then dis- 
regarded and merely remains loosely in position. Next 
the trocar of the long inner needle is removed and a 
Luer-Lok syringe attached. Approximately 25 c.c. of 
the contrast liquid are injected rapidly. Moderate re- 
sistance is encountered when the first 3 to 5 c.c. are 
injected; thereafter, resistance directly decreases. 

The first radiographic exposure is made just before 
the injection is completed. The number of films made 
and the time sequence will depend upon the problem 
and the rate of clearance of the dye from the marrow. 
A second injection may be made without hesitation if 
the first series of films indicates that radiographic 
timing was not satisfactory. 

The authors have used both renografin and hypaque 
in concentrations recommended for intravenous 
pyelography. No reactions to the contrast agents have 
been encountered in more than 50 procedures and no 
local complications have occurred. 

The authors’ primary interest has been the study of 
the deep circulation of the lower extremity, the pelvic 
veins, and the inferior vena cava. The most common 
sites injected, in addition to the greater trochanter, 
have been the proximal tibial shaft adjacent to the 
tibial tubercle and the malleoli, both lateral and 
medial. Usually, an injection was made in both greater 
trochanters simultaneously, if the primary pathologic 
change was believed to lie in the pelvic veins. Pelvic 
vein study has its greatest usefulness in determining 
the presence of disease of the pelvic lymph nodes, the 
shape and extent of bulky pelvic and presacral tumor 
masses, and primary disease of the pelvic veins. 

— Winand Timmermans, M.D. 
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Marrow Embolism and Intraosseous Contrast Radiog- 
raphy. Hyman L. GiLpENHORN, ViviAN B. GILDEN- 
HORN, and GeorcE AmrominN. 7. Am. M. Ass., 1960, 
73: 758. 


INTRAOSSEOUS VENOGRAPHY and visualization of the 
vascular pattern of marrow by the injection of a con- 
trast medium into the medullary cavity of bone has 
been generally regarded as a relatively innocuous pro- 
cedure. The authors have performed 5 of these ex- 
aminations hoping to find patterns of vasculature 
which would be characteristic of tumor and the 
leukemia-lymphoma group of diseases. 

This report is concerned with the fifth patient, a 
60 year old woman, who had extensive metastases 
from a carcinoma of the rectum. Twenty cubic centi- 
meters of 50 per cent of diatrizoate (hypaque) sodium 
were injected manually through a marrow needle 
inserted into the right femur in an attempt to demon- 
strate metastatic involvement of the marrow cavity. 
The patient died on the following day. At autopsy, 
emboli consisting of marrow cells and a bone spicule 
were found in the pulmonary veins. This is believed 
to be the first proved instance of this complication. 
The authors consider it hazardous to inject into the 
marrow Cavity in the presence of primary bone tumor 
or metastatic deposits because of the danger of dis- 
seminating malignant cells in the same fashion that 
marrow was embolized in the case reported. The 
use of pressure injectors is also considered hazardous 
since the rapid injection might cause fatal fat embo- 
lisms. —George R. Holswade, M.D. 


Prolapse of Gastric Mucosa into the Duodenum (II 
prolasso della mucosa gastrica in duodeno). G. F. 
Scuiavi. Arch. ital. mal. app. diger., 1960, 27: 24. 


THE AUTHOR reports 27 cases of prolapse of gastric 
mucosa into the duodenum observed in a series of 
1,500 patients studied roentgenographically at the 
University of Bologna in Italy. A total of 750 men and 
750 women were examined and there was particular 
limitation as to age. The 27 cases of mucosal prolapse 
represent an incidence of 1.8 per cent. Twenty-four 
of these patients were between 50 and 60 years of age. 
Of the 15 females 2 had an associated duodenal ulcer 
and 1 had a gastric ulcer. Of the 12 men, 3 also had a 
duodenal ulcer and 2, a gastric ulcer. 

The symptoms were not considered typical. They 
often simulated a duodenal ulcer and, at best, the 
prolapse could only be suspected. The diagnosis of 
the condition is based exclusively on the roentgeno- 
graphic findings. 

Some investigators ascribe the mucosal prolapse to 
an anomalous development. The author agrees with 
the investigators who ascribe this faulty development 
to an abnormal neurogenic or chemical stimulus 
which in turn causes a dyskinesia of the muscularis 
mucosae. The origin of the stimuli can be dietary 
disorders, excessive use of alcohol or tobacco, and 
especially anxiety states. 

During the roentgenographic examination it is 
recommended that manual palpation of the central 
part of the stomach be carried out in the direction of 
the peristalsis. This procedure is considered an im- 
portant aid in the solution of diagnostic problems. 

—Lucian Jf. Fronduti, M.D. 


Stratigraphic Studies of Abdominal Neoplasms 
(Studio stratigrafico di neoformazioni addominali). P, 
De Avsertis and E. GANnpo.ro. Radiol. med., Milano, 
1960, 46: 321. 


THE AUTHORS report on the use of stratigraphic studies 
as an aid in the diagnosis of abdominal tumors. They 
describe the techniques presently employed at the 
Radiologic Institute of the University of Genoa, 
Italy. 

In addition to the routine anteroposterior and lat- 
eral views they recommend a transverse axial view. 
Where additional contrast is necessary they resort 
to pneumoperitoneum, retropneumoperitoneum, or 
pneumogastric procedures depending upon the organ 
that is suspected. 

Six typical cases are described, and illustrations are 
presented to depict different abdominal tumors in 
which the described roentgenographic studies were a 
great aid in establishing the diagnosis. The authors 
believe that the transverse axial view is a very impor- 
tant aid in the diagnosis of abdominal tumors. 

—Lucian J. Fronduti, M.D. 


Splenoportography in Children. WALTER L. Romano, 
Harper Hosp. Bull., Detr., 1960, 18: 171. 


THE AUTHOR has presented a brief review of percu- 
taneous splenoportography in children and has de- 
scribed his experience with 11 patients seen at the 
Harper Hospital in Detroit, Michigan. 

Splenoportography will differentiate intrahepatic 
and extrahepatic portal obstruction as well as the site 
of extrahepatic obstruction. In most cases of portal 
hypertension, the surgeon is provided with important 
information before operation, which will determine 
the suitability of the portal or splenic vein for anasto- 
mosis. Venography by this route is superior to the 
barium meal examination in demonstrating collateral 
esophageal circulation associated with portal hyper- 
tension, since the barium contrast study will demon- 
strate only the submucosal vessels, whereas venog- 
raphy shows paraesophageal veins as well. In some 
instances the portal and splenic veins are both throm- 
bosed and neither portacaval nor splenorenal shunt 
can be accomplished. Preoperative percutaneous 
splenoportography may obviate the necessity of sur- 
gical exploration in such a patient. 

The procedure is carried out in the department of 
radiology. The patient is given a general anesthetic 
and after the spleen is located by roentgenography, 
an 18-gauge needle is inserted through the ninth or 
tenth intercostal space under aseptic conditions. With 
the patient apneic, the needle is advanced into the 
splenic pulp; a bloody return is proof of its position. 
Seventy per cent urokon is the contrast medium em- 
ployed, the dosage varying with the weight of the pa- 
tient. Intra-abdominal hemorrhage is the most com- 
mon complication, although in this particular series 
there was no morbidity or mortality. Laceration of 
the spleen has been recorded in a small number of 
patients in most series, and as much as 100 ml. of blood 
has been noted in the region of the spleen upon sub- 
sequent laparotomy. Control of respiration is an im- 
portant consideration in minimizing the risk of splenic 
tear. Extrasplenic deposition of the contrast medium 
into the abdominal cavity and various hollow viscera 





has been reported but with no serious sequelae. Iodine 
allergy isan important though infrequent complication 
of this as well as all similar contrast studies. 

— Harvey N. Lippman, M.D. 


Splenoportography in the Treatment of Hematemesis 
(Intérét pratique de la splénoportographie dans les 
indications thérapeutiques des hématéméses). J. RE- 
pouL, F. J. Tratssac, G. DELoRME, C. Beraup, and 
Others. Sem. hép. Par., 1960, 36: 336. 


In THE DIAGNOsIs of obscure gastrointestinal bleeding, 
the authors advise performing splenoportography and 
measuring portal pressure. This procedure provides 
information concerning the pressure in the portal sys- 
tem, the presence or absence of varices, the configu- 
ration of the portal vein, and the function of the liver. 
It should be performed only when surgical consulta- 
tion is available. In 300 examinations, 1 patient re- 
quired splenectomy because of hemorrhage. 

Routine gastrointestinal roentgenography preceded 
splenoportography. Localized portal hypertension re- 
sulting from pressure on veins by an inflamed pancreas 
or lymph nodes was revealed in several instances. 
Splenoportography was especially valuable in diag- 
nosing the cause of gastrointestinal bleeding in chronic 
alcoholics. One female cirrhotic with bleeding showed 
blockade of the splenic vein in the prevertebral region, 
suggesting an inflamed pancreas. After treatment 
with antibiotics and steroids the block disappeared. A 
cirrhotic with a right pleural tuberculous effusion was 
admitted with hematemesis. Splenoportography re- 
vealed elevated portal pressure and prolongation of the 
hepatic shadow, suggesting obstruction to hepatic out- 
flew at the inferior vena cava. After treatment with 
antituberculous drugs and cortisone the effusion dis- 
appeared and the portal pressure dropped to 25 cm. 

Splenoportography is not advised when the diag- 
nosis is evident but should be performed when the 
cause of hemorrhage is not revealed by the usual 
means and especially in an alcoholic. In these two cir- 
cumstances emergency splenoportography is war- 
ranted. In the presence of known portal hypertension 
the procedure should be delayed for several days after 
hemorrhage. — John H. Wulsin, M.D. 


Diagnostic Accuracy of the Barium Enema Study in 
Carcinoma of the Colon and Rectum. R. N. Coo.ey, 
C. H. Acnew, and G. Rios. Am. 7. Roentg., 1960, 84: 
316. 


THE AUTHORS studied the accuracy of the barium 
enema examination in the diagnosis of 228 consecutive 
cases of carcinoma of the colon. Cancer was found 
proximal to the rectum in 130 cases; in 109 of these 
instances one or more preoperative barium enema ex- 
aminations were performed. In this group of patients, 
a tumor was overlooked 11 times, but in only 5 cases 
was there a significant delay in treatment as a result 
of the roentgenologic study. Two of the errors 
occurred in a single patient who had three simul- 
taneous tumors. 

The most unsatisfactory performance occurred in 
the cecal area where 6 of 22 neoplasms were over- 
looked or misdiagnosed, although in only 3 of these 
Instances did a significant delay in treatment occur. 
In the sigmoid, 4 of 52 tumors were overlooked or mis- 
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diagnosed, although in only 2 cases was there a sig- 
nificant delay in treatment as a result of the roent- 
genologic examination. 

Errors were due predominantly to poor technique, 
inexperience, and momentary individual lapses, some 
of the misdiagnoses, however, were unavoidable. 

—Robert Turell, M.D. 


Percutaneous Transhepatic Cholangiography. ALLAN 
A. Kapian, LEONARD Bropsky, and JoHn M. Rum- 
BALL. Am. 7. Digest. Dis., 1960, 5: 450. 


THE AUTHORS DESCRIBE a method for visualization of 
the bile ducts in patients with obstructive jaundice of 
unknown cause when routine methods of visualizing 
the biliary tree are unavailable. Complete study of the 
coagulation mechanism of the patient is made prior to 
the procedure. The patient is positioned on a roentgen- 
ography table, the liver is palpated, and the lower edge 
is marked on the anterior abdominal wall. A suitable 
site is decided upon, preferably to the right of the 
xiphoid process, approximately 2 cm. below the costal 
margin. The area is infiltrated with 1 per cent pro- 
caine. A small nick is made in the skin to facilitate the 
passage of an 18 gauge spinal needle with stylet which 
is introduced superiorly and posteriorly at an angle of 
45 degrees parallel to the midline and carried to the 
full depth. A scout film is made to insure proper tech- 
nique. The stylet is then removed from the needle and 
a plastic interconnecting tube is attached between the 
needle and a small syringe. Gentle continuous negative 
pressure is applied with the syringe, and the needle 
is very slowly and gently eased back from its point of 
maximum penetration. During this procedure the 
patient is breathing normally. When bile is aspirated, 
the removal of the needle is stopped. At this point, 
pressure can be recorded, after which as much bile as 
possible is aspirated. When no more bile can be easily 
aspirated, 20 ml. of 70 per cent urokon is introduced 
into the bile radical, and the first roentgenogram is 
taken. Fifteen minutes later the bile radical is again 
aspirated, and as much dye and bile as possible are 
again removed. At the termination of the procedure, 
the needle is removed, and further roentgenograms are 
taken as is deemed necessary. The initial bile that is 
aspirated is sent to the laboratory for examination for 
cells and for cultures. 

The authors have performed this procedure on 8 pa- 
tients. In 6, successful studies were done that demon- 
strated the sites of obstruction. In 2, a biliary radical 
could not be found, and at subsequent operation, 
jaundice was found to be nonobstructive but, rather, 
hepatocellular in origin. The indications for this pro- 
cedure are instances in which the diagnosis of jaundice 
remains in doubt after every means short of exploratory 
laparotomy has been tried. 

—Lloyd D. MacLean, M.D. 


Intravenous Cholangiography with Sodium Iodopa- 
mide, the Problem of Nonvisualization. MARTIN 
H. Fiocu and AsrAHAM GEFFEN. Am. J. Digest. Dis., 
1960, 5: 440. 


AN ATTEMPT was made to evaluate the reasons for 
failure to visualize the biliary tract by a study of 
the laboratory and surgical findings in patients with 
nonvisualization of the extrahepatic biliary tract. 
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Cholangiography was performed with sodium iodopa- 
mide, 40 ml. of a 20 per cent solution. Laminagrams 
were made in all cases and follow-up was maintained 
for at least 2 hours before a diagnosis of nonvisualiza- 
tion was made. Liver function tests on all patients 
included serum bilirubin, alkaline phosphatase, thy- 
mol turbidity, cephalin flocculation, and bromsul- 
phalein. Of 223 intravenous cholangiograms made 
over a 2 year period, in 16.5 per cent the biliary tract 
was not visualized. In 35 of these 37 patients, there 
was present clinical or surgically proved liver or 
biliary tract disease. Sixteen of the 35 patients had 
elevated serum bilirubin levels due to biliary tract 
obstruction. Nonvisualization was not always due to 
biliary obstruction since 12 of 35 patients had normal 
bilirubin levels. Nonvisualization was no more fre- 
quent in patients who had had biliary tract surgery 
than in patients who had had no previous surgery. 
Visualization did occasionally occur in cases of marked 
hyperbilirubinemia. It is postulated that the mech- 
anism of sodium iodopamide excretion depends on a 
specific liver cellular function. 
—Lloyd D. MacLean, M.D. 


IRRADIATION INJURIES 


Neoplasia Following Therapeutic Irradiation for 
Benign Conditions in Childhood. Eucene L. 
SAENGER, FrRepERIC N. SILvERMAN, THEOopoR D. 
STERLING, and Matootm E, Turner. Radiology, 1960, 
74: 889. 


THE PROBLEM of radiation-induced neoplasia in chil- 
dren is reviewed. In addition the authors compare 
the incidence of neoplasia in 1,644 irradiated children 
with that of 3,777 nonirradiated siblings. There were 


11 carcinomas of the thyroid in the irradiated group, 
none in the siblings. A higher incidence of all diseases 
was found in the irradiated group; however, the death 
rate was higher in the siblings. The authors conclude 


that irradiation is probably a contributing factor but 
not the sole factor in the increased incidence of cancer, 
— William T. Moss, M.D. 


Surgery for Radiation Injury. Davin W. Rosinson and 
FRANK W. Masters. Arch. Surg., 1960, 80: 946. 


THE AUTHORS relate their experience with 166 patients 
treated for irradiation injury since 1946 at the Uni- 
versity of Kansas Medical Center, Kansas City, 
Kansas. This series included patients whose primary 
problem was related to symptoms or signs of radiation 
damage, or patients in whom malignant disease had 
been induced by radiation. 

Eighty per cent of the patients were more than 40 
years of age. The head, neck, and face were the com- 
monest sites of injury. Other sites included the upper 
extremity, lower extremity, oral cavity, pelvic girdle, 
and shoulder girdle in order of decreasing frequency. 
Irradiation injuries were caused by primary treat- 
ment of benign disease, 46 per cent; malignant dis- 
ease, 37 per cent; or accidental exposure, 17 per cent. 
Physicians and dentists composed 80 per cent of those 
in the accidentally injured group. Ulcer, pain, un- 
sightly scar, tumor, and roughness of skin were the 
chief complaints. In almost 75 per cent of the patients 
with induced malignant lesions there was an interval 
of 10 years from the time of injury to the time of 
presenting malignant changes, and in more than 50 
per cent the interval was longer than 20 years. 

The operative procedures utilized were excision and 
skin grafting, 49 per cent; excision and pedicle graft- 
ing, 25 per cent; amputations, 11 per cent; sequestrec- 
tomy, 8 per cent, and simple excision, 6 per cent. Of 
the 36 amputations listed, 15 were of the mandible 
and 7 were of the fingers. Complications occurred in 
35 per cent of the definitive procedures and included 
loss of skin graft, delayed wound healing and infection, 
and slough of pedicle. —Stephen W. Carveth, M.D. 
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ETIOLOGIC AND PHYSIOLOGIC RESEARCH 


Arteriographic Study of the Renal Circulation After 
Transfusion of Incompatible Blood (Studio arterio- 
grafico della circolazione renale dopo trasfusione di 
sangue incompatibile). WaLTeR VisconTI, FELICE 
PELLEGRINO, and CaRLo BoccuiALini. Chir. pat. sper., 
1960, 8: 115. 


THIRTEEN DOGS were used in this experimental study. 
The animals were divided into two groups. The 10 
dogs in the first group received 30 c.c./kgm. of body 
weight of hemolyzed group A human blood. The 3 
animals of the second group were kept as controls. 
Renal arteriograms were made of all animals at 5 
minutes and 1, 2, and 3 hours after the administration 
of the blood. Arteriography was performed by cannu- 
lation of the femoral artery with a polyethylene 
catheter advanced into the aorta above the take-off of 
the renal arteries. Urographin 50 per cent in a dosage 
of 1 c.c./kgm. of body weight has been used. Forty- 
eight hours after the administration of the blood the 
animals were sacrificed and the kidneys were exam- 
ined macroscopically. Histologic sections were subse- 
quently prepared. 

The following results were obtained. The arterio- 
grams of the animals which presented no overt reaction 
to the introduction of the blood revealed no deviations 
from the normal pattern except for a moderate re- 
duction in caliber of the renal arteries. The arterio- 
grams of the 3 animals in severe shock after the ad- 
ministration of the blood revealed extreme vasospasm 
of the renal vascular system. Study of the histologic 
sections revealed tubular epithelial degeneration and 
the presence of hematic pigment casts. 

The authors conclude that hemoglobin and deg- 
radation products cannot elicit a diffuse and severe 
vasoconstriction. Shock seems to be the factor re- 
sponsible for the occurrence of vasoconstriction in the 
renal vessels. —Riccardo Benvenuto, M.D. 


CANCER RESEARCH AND CHEMOTHERAPY 


The Effect of Snuff and Tobacco on the Production of 
Oral Carcinoma. ERLE E. Peacock, JRr., BERNARD G. 
GREENBERG, and Bos W. Braw ey. Ann. Surg., 1960, 
151: 542. 


EXPERIMENTS were devised to determine whether un- 
burned tobacco is carcinogenic to rodents. Chewing 
tobacco or snuff was implanted into the oral pouch of 
hamsters in a manner which kept it in contact with 
the mucosa of the pouch but kept it out of the general 
oral cavity. A chewing gum and sand mixture was 
used in controls. No neoplasms were observed over an 
average implantation time of 18 months, suggesting 
that snuff and unburned tobacco are not carcinogenic 
for the oral mucous membranes of hamsters. 

A survey of inpatients and outpatients at the North 
Carolina Memorial Hospital, Chapel Hill, North 
Carolina revealed a significant association between 
oral cancer and the prolonged use of snuff and chew- 


ing tobacco only in those patients who were more 
than 60 years old and in the lower economic group. 

Mouth examination and elicitation of tobacco 
habits were carried out on employees of a textile mill 
in an area where the use of chewing tobacco and snuff 
is common. A significant relationship between the use 
of snuff and tobacco and the development of leuco- 
plakia was shown. 

The authors believe that snuff and tobacco exert 
only a promoting influence toward the production of 
oral cancer and that these agents do not contain 
measurable amounts of specific carcinogenic sub- 
stances. —Lockert B. Mason, M.D. 


Relationships of Immunology to Cancer. CHEsTER M. 
SoutHam. Cancer Res., 1960, 20: 271. 


CLINICAL OBSERVATIONS suggest that there are host 
defense mechanisms against cancer. The host defense 
mechanisms have not been defined. They may be 
chemical, as antibodies which form chemical union 
with portions of the pathogens, or physical, as in the 
formation of scar tissue barriers. Further, the defense 
mechanisms may be specific for a pathogen or non- 
specific, equally effective against a variety of patho- 
gens. 

Limitation of methods in immunology have pre- 
vented proof that there are specific antibodies against 
cancer. Previous conclusions regarding specific anti- 
bodies to cancer are questioned because the findings 
may have actually been of a nonspecific nature. 

Theoretically, immunologic techniques may pro- 
duce a method of immunizing against cancer. Im- 
munologic methods have been used in the attempted 
detection of cancer but, thus far, have not been 
reliable. 

Treatment of cancer by specific immunologic 
mechanisms rests on the possibility that there may be 
a unique cancer antigen, or at least a finite number of 
antigens for which antibodies can be developed. Addi- 
tionally, it would be necessary for such antibody to be 
effective against the antigen in vivo. 

Nonspecific immunologic mechanisms are largely 
unknown but may be quite important in explaining 
host resistance to cancer. 

An extensive bibliography is appended to this 
article. —Lockert B. Mason, M.D. 


Studies on the Prevention of Surgical Implantation 
of Cancer. Corin G. Tuomas, Jr., and Bossy C. 
Brown. Ann. Surg., 1960, 151: 581. 


Evwence that inoculation by viable neoplastic cells 
occurs and may result in recurring cancer comes 
from three sources: (1) demonstration of neoplastic 
cells in washings from instruments, surgical gloves, 
and operative wounds of patients undergoing opera- 
tions for cancer; (2) well documented instances of 
tumors being transplanted to sites separate or remote 
from the area of the primary tumor; and (3) high 
incidence of local recurrence in malignant diseases 
eroding epithelial or mesothelial surfaces. 
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The problem of wound contamination by viable 
and potentially invasive neoplastic cells has been 
approached by studying the control of implanted 
Ehrlich’s ascites tumor in the experimental animal. 
The findings have suggested that the free or unestab- 
lished cell is highly susceptible to an appropriate 
chemotherapeutic agent. Once implantation and in- 
vasion of peritoneal or wound surfaces have occurred, 
however, this susceptibility markedly diminishes so 
that only palliative benefits result. The most effective 
tumoricidal agent that was also compatible with “ nor- 
mal’? wound healing was 5 mgm. per cent nitrogen 
mustard. —W. Foster Montgomery, M.D. 


Chemotherapy of Cancer. Joun D. HurLey and FRAN- 
cis M. HALL. Arch. Surg., 1960, 80: 928. 


ALTHOUGH more radical surgical treatment and more 
intensive irradiation therapy have not appreciably 
altered the 5 year survival rate for patients with 
cancer, the authors have noted that the chemical 
attack made on cancer in recent years has produced 
some encouraging results in terms of palliation and in 
prolongation of life. 

Two main groups of chemical agents were used. 
The alkylating agents used were mechlorethamine 
hydrochloride (nitrogen mustard, HN,), triethylene 
melamine (TEM), and triethylenethiophosphoramide 
(TSPA). The antimetabolic agents employed were 
methotrexate (4-amino-N methylpteroylglutamic 
acid), 6-mercaptopurine, and 5-fluorouracil (5-FU). 
The action of the alkylating agents is primarily that of 
interference with the proliferation of rapidly dividing 
cells. They probably have an effect on nucleoprotein 
synthesis and chromosomal duplication. The anti- 
metabolites interfere primarily with the synthesis of 
desoxyribose nucleic acid and ribose nucleic acid in 
the cells, which inhibits cellular growth and multipli- 
cation. 

Clinical improvement was observed in 120 of 387 
patients treated over a period of 4.5 years. 

Therapeutic improvement was observed primarily 
in patients with carcinoma of the breast, colon, lung, 
or stomach. Breast tumors responded best to TSPA 
and 5-FU. Currently the authors utilize a combina- 
tion of radical operation for an operable breast cancer 
plus concomitant administration of TSPA to destroy 
the residual circulating tumor cells. Certain patients 
with inoperable cancer of the lung may have a favor- 
able response to the alkylating agents HN, and TSPA. 

—Stephen W. Carveth, M.D. 


Regional Chemotherapy for Cancer. Joun S. STEHLIN, 
Jr., R. Lee Crark, Jr., E. C. Waite, J. Leste 
Smit, Jr., and Others. Ann. Surg., 1960, 151: 605. 


A series of 116 patients with cancer treated by the 
use of perfusions is reported from the University of 
Texas M. D. Anderson Hospital, Houston, Texas. 
The majority of the perfusions have been confined 
to the extremities, a smaller number to the pelvis, 
and several to the head. More than half of the pa- 
tients have had malignant melanoma. 

The drugs employed have been the alkylating 
agents, phenylalanine mustard and nitrogen mustard. 
These agents have been investigated extensively with 
respect to their hydrolysis or breakdown in aqueous 


solutions or body fluids, and also their reactivity with 
specific components, such as nucleic acids, proteins, 
and enzymes. It is generally believed that they inter- 
fere with the metabolism and composition of cellular 
nucleoprotein and thereby affect the normal sequence 
of mitosis or cellular division. It appears that either 
methods of enhancing the differential action of the 
currently used drugs or the discovery of drugs with 
greater specificity for tumor cells will be required for 
lasting effects. At present the perfusion technique 
seems to have its greatest value in providing additional 
information on the possibilities of direct chemotherapy 
for tumors in humans. 
—W. Foster Montgomery, M.D. 


ORGAN TRANSPLANTS 


The Specificity of Skin Homograft Rejection in Man. 
Feuix T. Rapaport, Lewis THomas, JOHN M. Con- 
VERSE, and H. SHERWooD LAWRENCE. Ann. N. York 
Acad. Sc., 1960, 87: 217. 


THIS REPORT demonstrates the individual specific 
character of the skin homograft rejection in man on 
the basis of the experimental end point provided by 
the “white graft’”’ reaction. The first application of a 
skin homograft to a human recipient results in initial 
vascularization and proliferation followed 8 to 12 days 
later by graft vessel thrombosis, hemorrhage, and es- 
charification. If a second set homograft from the same 
donor is applied during the first 7 days after the first 
graft rejection, the white graft reaction is elicited. 
This is characterized by: (1) immediate marked sur- 
face pallor; (2) erythema and edema of host tissue; 
(3) absence of vascularization; and (4) opacification 
and conversion of the graft to a tan eschar by the 
sixth postoperative day. 

If the latent period after first set rejection is length- 
ened to 10 to 15 days, the second set exhibits the ac- 
celerated rejection reaction. Nine volunteer recipients 
were sensitized with a skin homograft from one donor 
(A). Within 1 to 5 days after rejection, each recipient 
was rechallenged with a graft from the same donor (A) 
and with a graft from a second donor (B) as a control 
graft. All second set grafts from A showed the white 
graft reaction. Five of the control grafts from B showed 
an accelerated rejection reaction, while the remaining 
3 exhibited the usual behavior of first set grafts. 

This suggests that in man there is a high degree of 
individual specific reactivity to skin homografts when 
this reactivity is measured as an all-or-none phenome- 
non, such as the white graft reaction. The advantage 
of using the white graft in specificity studies lies in the 
fact that it is dependent on absolute criteria rather 
than on survival times. —Carl Schiller, M.D. 


Homografting of Sympathectomized Skin in Humans. 
MicHaEL P. Friynn, C. Hat Cuapiin, RONALD 
GILLETTE, ANGELICA FINDLEY, and HERBERT CON- 
way. Ann. N. York Acad. Sc., 1960, 87: 185. 


In 1953, Conway and his associates demonstrated that 
after subcutaneous autoburial of skin in mice, homo- 
grafting of this recovered skin resulted in a prolon- 
gation of the usual survival time. This was believed to 
be due to the loss of the adnexal structures of the skin 
during the period of autoburial. 
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In the investigation, skin to be homografted was 
obtained from the leg of a volunteer who had under- 
gone a sympathectomy 6 months earlier. The donor 
site was further prepared by electrolysis. Microscopic 
examination of the donor skin showed atrophy of the 
glands and thinning of the keratin layer. 
~ Homografts of this prepared skin were then applied 
to 4 volunteer paraplegics. No significant prolon- 
gation of survival time was observed. 

A modification was tried with the donor skin pre- 
pared in a similar fashion. For 7 days prior to homo- 
grafting, these grafts were maintained in tissue culture 
media to which the recipient’s serum had been added. 
Again, the survival time was not prolonged. It is 
thought, therefore, that the elimination of the ad- 
nexal organs from the skin does not prolong its sur- 
vival as a homograft in man. —Carl Schiller, M.D. 


Homotransplantation of Endocrine Tissues in a Diffu- 
sion Chamber. Joun F. Potter and CuesTErR Z. 
HaveRBACK. Ann. Surg., 1960, 151: 460. 


HoMOTRANSPLANTATION of thyroid tissue was carried 
out in dogs, using a semipermeable diffusion chamber 
to prevent vascularization of the graft. Fragments of 
thyroid tissue were sealed in diffusion chambers, the 
details of which are described. The chambers were 
then placed into the peritoneal cavities of host dogs. 

Survival of transplanted thyroid acini was observed 
for as long as 10 months. The amount of surviving 
thyroid tissue decreased and fibroplasia increased as a 
function of time. 

Previously it has been found that homografts in the 
subcutaneous tissues are not destroyed by the host, 
provided they do not become vascularized. The pres- 
ent studies indicate that this is true also for endocrine 
tissues. —Lockert B. Mason, M.D. 


Transplantation of Homologous Parathyroid Gland in 
the Treatment of Chronic Tetany. JULIAN A. 
STERLING. Ann. N. York Acad. Sc., 1960, 87: 476. 


THREE PATIENTS who had hypothyroid and hypopara- 
thyroid states beyond adequate medical control had 
homologous transplantation of thyroid and parathy- 
roid glands, involving vascular anastomoses among 
the jugular and carotid pedicles to available arteries 
and veins of the host. The transplants were obtained 
from 2 5 month old premature infants and from a 1 
month old infant. 

Examinations 3.5, 4.5, and 7 years after each re- 
spective transplantation indicate a maintained asymp- 
tomatic state insofar as parathyroid function is con- 
cerned. In 2 patients thyroid gland deficiency is absent 
as demonstrated by radioactive iodine pick-up. 

—Ernest D. Bloomenthal, M.D. 


Homologous Cardiac Transplant in Dogs (O trans- 
plante cardiaco homédlogo no c4o). L. C. SA Fortes 
PINHEIRO, Ep1ip1o GUERTZENSTEIN, RONALD Nyr ALON- 
so Costa, THomas Aucusto CaRNEIRO LEAo, and 
Others. Rev. Brasil cirurg. 1960, 39: 3. 


Tue autHors describe the different surgical tech- 
niques published in the medical literature concerning 
the transplant of organs and particularly the grafting 
of homologous hearts in dogs. Two different surgical 
techniques of homologous cardiac transplant in dogs 
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are reported from the Benjamin Baptista Institute 
School of Medicine and Surgery and The Service of 
Artificial Organs, Santa Casa da Misericordia of Rio 
de Janeiro, Brazil. One technique utilizes the neck or 
cervical region and the second one an in situ trans- 
plant inside of the thoracic cavity. Eight homologous 
cardiac grafts were implanted in the lateral cervical 
region, and 3 inside the chest cavity. All the grafts 
were successfully implanted and the animals survived 
for a few hours. 

The surgical technique used by the author to im- 
plant the heart in situ inside the chest was a slight 
modification of that of Golberg, Berman, and Ack- 
mann. The cardiac arrest was produced by the anoxic 
technique and hypothermia. Cannulation of the 
venous return for the extracorporeal system (superior 
and inferior vena cava) was done through the azygous 
and right femoral vein, respectively. During the entire 
procedure an arterial pressure of 50 mm. of Hg was 
maintained. At the end of the procedure, the three 
hearts recovered the sinus rhythm; the first graft was 
maintained in normal cardiac activity for 80 minutes, 
the second for 120 minutes, and the third for 135 
minutes, without using a pacemaker. 

— Mariano Lépez-Belio, M.D. 


Successful Homotransplantation of the Kidney Be- 
tween Nonidentical Twins. Joun P. MERRILL, Jo- 
sEPH E. Murray, J. HARTWELL Harrison, Eu A. 
FRIEDMAN, and Others. V. England 7. M., 1960, 262: 
1251. 


THE AUTHORS of this article, who are members of the 
team from the Peter Bent Brigham Hospital in Boston, 
Massachusetts which has previously reported success- 
ful kidney transplantation in 10 sets of identical twins, 
describe successful kidney hemotransplantation be- 
tween nonidentical twin brothers after whole-body 
irradiation of the recipient. 

The rejection of a full thickness skin graft from the 
donor by the recipient suggested tissue incompati- 
bility and this was confirmed by the accelerated re- 
jection of a second skin graft indicating a state of 
transplantation immunity induced by the first graft. 
In an attempt to modify the anticipated rejection 
phenomenon, whole-body irradiation was adminis- 
tered to the recipient 8 days and 1 day before the 
kidney was transplanted. The calculated doses were 
250 and 200 r in air. Eleven days after operation the 
recipient’s own diseased kidneys were removed. 

Eight months after the operation early evidence of 
rejection appeared; examination of the patient’s urine 
revealed persistent proteinuria and microscopic 
hematuria and biopsy of the renal homograft was 
suggestive of early tissue rejection. After a second 
course of whole-body irradiation (4 weekly doses of 
50 r) and adrenocorticoid therapy, the urinary ab- 
normalities disappeared and renal function then 
remained normal. 

The authors present a comprehensive discussion of 
the factors which may have been responsible for the 
initial production of a state of partial tolerance for 
the renal homograft and review the experimental 
evidence which provided the basis for the apparently 
successful later augmentation of this partial tolerance. 
These factors include the chronic uremic state of the 
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recipient, the temporary inhibition of antikidney 
antibody formation by subtotal whole-body irradi- 
ation, and, finally, the prolonged maintenence of the 
balance between kidney antigen and antikidney anti- 
body formation. 

This final factor represents a most fascinating hy- 
pothesis, namely, the presence of a large dose of anti- 
gen (the homografted kidney) which is viable and 
constantly stimulating antibody formation by the 
recipient’s reticuloendothelial system. The antigen 
excess provided by this system and supplemented by 
irradiation or corticosteroid administration may allow 
indefinite prolongation of an antigen-antibody bal- 
ance such that partial tolerance for the homograft 
may be maintained. Such partial tolerance, as evi- 
denced by this case report, is consistent with normal 
renal function and clinical well-being. 

—Vincent 7. O’Conor, Fr., M.D. 


Irradiation and Marrow Transplantation. E. DoNNALL 
Tuomas and JosEpH W. FERREBEE. Lancet, Lond., 
1960, 1: 1289. 


DurRING THE PAST 4 YEARS marrow transplantation in 
irradiated patients and marrow and kidney trans- 
plantation in irradiated dogs have been studied at the 
Bassett Hospital in Cooperstown, New York by a re- 
search group working with the cooperation and 
assistance of members of the departments of medicine, 
surgery, pediatrics, radiology, and pathology. In the 
first year marrow transplantation by intravenous in- 
fusion of fresh or glycerol-frozen marrow from volun- 
teers, cadavers, or fetuses was assessed in leukemic 


patients receiving whole-body exposure to air doses 
of 100 to 600 r irradiation. The irradiation was in- 
creased to 600 to 1,200 r of cobalt 60 gamma ray in 
the second year and to 1,200 to 2,000 r in the third 
year. Nineteen patients with acute leukemia and 1 
with chronic leukemia in relapse were treated. Of 
these, 6 went home improved with remissions lasting 
2 to 6 months. Eight died 1 to 4 weeks after irradiation 
without satisfactory re-establishment of marrow 
function, and usually with pneumonia and capillary 
pulmonary hemorrhages. 

The authors thought that radiation was helpful in 
some patients with leukemia and that autogenous 
marrow function after exposures of 300 to 1,200 r re- 
turned slowly, requiring 4 to 5 weeks for regeneration. 
Infusion of isologous marrow from an identical twin 
was followed by prompt marrow recovery even after 
exposures of 1,600 to 2,000 r. The intestinal syndrome 
that followed 2,000 r at 2 r per minute pointed to this 
being the limit of general radiation exposure after 
which survival can be made possible by marrow re- 
placement in man. Autogenous regeneration of mar- 
row after dogs have been exposed to near-lethal gen- 
eral radiation is slow, requiring 4 to 5 weeks. Marrow 
recovery after successful transplantation, either iso- 
logous or homologous, is brisk, requiring 1 to 2 weeks. 
Fatal gastrointestinal complications, bloody diarrhea, 
and perforation are likely after continuous exposures 
in excess of 1,800 r at 5 r per minute. Evidence of suc- 
cessful transplantation of homologous marrow is usual- 
ly seen in dogs after radiation exposures in the 800 to 
2,000 r range. — James H. Holman, M.D. 
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